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In this article, I am laying particular stress on 
dealing with emergencies that miay arise in out of 
the way places, where elaborate investigations are 
not usually possible or much time cannot be spent 
on these, because of the urgent nature of the case. 
We sometimes meet with situations where we have 
to act quickly to save a patient from an impending 
disaster and the treatment has to be improvised with 
whatever you have on hand. 


ANAESTHESIA 


I consider a good knowledge of regional and 
local anaesthesia as an important requisite for this. 
Many operations can be done single handed or with 
the minimum of trained assistants. For one thing, 
such critically ill patients are often unfit for general 
anaesthesia and even more so for spinal anaesthesia. 
The latter has a further limitation in not being ordi- 
narily applicable to cases other than abdominal] and 
for the lower extremities. Local anaesthesia can be 
safely used on any patient however ill, and-it greatly 
decreases the risk of operation upon those with 
cardiac, renal or pulmonary disease. - 

Let me briefly explain the technique and the 
usefulness of the method 5 a few exaamples. There 
are two methods :— 

(1) Infiltration anesthesia—Where a dilute solu- 
tion of the anzesthetic (usually %% solution of 


_ novocaine in normal saline* with 2 minims of 1 in 


tooo adrenalin solution added to an ounce of the 
novocaine solution) is injected, first along the line 
of the proposed incision and then into successive 
layers as they are exposed. 200 to 300 c.cs. may be 
infiltrated without ill effect. J 


(2) Regional anesthesia (also called conduction 
anzesthesia—Where the aim is to block the sensory 
nerves. supplying a part by soaking them in anzs- 
thetic solution.. A stronger solution is used for this 


bd Distilled water also is used by some instead of nor- 
mal saline, but the latter-is preferable. The use of distilled 
weter in the preparation _ of solution. must be 


purpose (usually 2% novocaine in normal saline,* 
with 2 minims of 1 in rooo adrenalin added to an 
ounce of the novocaine solution). 


Tt is better to adopt a combination of (1) ‘and 
(2) in performing major operations. A preliminary 
1/6 to’ % grain morphia helps to calm the patient, 
The adrenalin solution causes local vasoconstriction 
and thereby prevents rapid absorption of: the solu- 
tion, prolongs the anzesthetic effect, and prevents or 
at least minimises toxic effects. 

The novocaine powder can be kept ready in 
sterile packets of known weight, and flasks of sterile 
saline are kept on hand, so that solutions of requi- 
site strength may be made up. Fer example 5 grain 
powders are kept ready in small packets. ‘This dis- 
solved in 2 ounces of normal saline will give 4% 
solution. Two packets of it dissolved in. an ounce, 
gives a 2% solution. This is boiled, -cooled and 
then the adrenalin solution added. 

It is best to carry two sets of syringes (in case 
a syringe breaks in an out of the way place), with 
needles of various sizes and lengths to fit, and pro- 
vided with bayonet catchés. A Labat set is one of 
the best that can be recommended, but any: syringe 
With an air-tight piston and sets of needles to fit 
will serve. It is better to have syringes with glass 
barrels, because it is essential to withdraw the piston - 
and see before infiltrating into the depths to prevent 
inadvertent injection of the solution into a blood 
vessel. 


f EXAMPLES OF THE METHOD 


(a) For operations on the upper extremities: 
Brachial plexus. block—The patient lies flat’on his 
back. A skin wheal is raised at a spot over the 
middle of the clavicle. The left index finger is 
placed over the third part of the subclavian artery 
and its pulsation felt just above the clavicle, external 
tc the, outer border of the sternomastoid. An un- 
attached 4” Labat’s neédle is now introduced down- 
wards and backwards through the skin wheal to- 
wards the first rib when the resistance of the brachial 
plexus as it lies on the first rib is felt. The syringe 
is now. attached and after making sure by aspiration 
that. no vessel has been entered into, Io ¢.cs. of the 
2% novocaine, solution is injected. The needle “is 
withdrawn and introdyced towards the transverse 


condemned, -because~such a solution is markedly. hypotonia 
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process of the 6th cervical vertebra and a further 
Io c.cs. injected. In some cases smaller quantities— 
10 to 15 c.cs. on the whole—will do. If the injec- 
tion is actually into the nerve plexus, the anzesthetic 
effect will be immediate ; if around the plexus, it 
takes a longer time to act (may be 10 to 20 minutes). 
But this latter method is safer. If the inner aspect 
of the upper arm has also to be anesthetised, the 
intercosto-brachial nerve must be blocked or local 
infiltration of the area carried out. For the outer 
aspect°of the upper arm quite high up, the supra- 
clavicular nerves also must be blocked. Under 
brachial block even extensive injuries of arm, fore- 
arm and hand can be attended to. 
to 45 minutes the patient has loss of sensation but 
power of movement is retained. This is a great 
advantage. ‘The patient can be asked to move his 
fingers, hand or forearm and this helps the operator 
to judge and suture the appropriate ends of cut 
tendons as their retracted ends are brought into view 
during these movements. Even if it is felt that 
suture of cut tendons or nerves are best left to the 
expert to be done at a later sitting, the operator 
can arrest all bleeding, attend to debridement and 
toilet of the wound, set fractures, and make notes 
of the extent and nature of the. damage for his future 
reference or for the information of the doctor to 
whom he is referring the case. I have used this 
method fairly often and have found it very useful, 
particularly in compound fractures of the forearm 
or arm where injection of solutions into the vicinity 
of the wound is risky. 

' Dangers and Complications of the method. 
(1) Injury to the lung and surgical emphysema— 
This can easily be avoided by withdrawing the piston 
before injection. If the needle is in the apex of 
the lung, air will be drawn. Withdraw and change 
the position of the needle. Even if this complica- 
tion occurs, it is not a dangerous one and the emphy- 
* sema will easily get absorbed. 

(2) Occasionally, phrenic spasm occurs—I had 
an example of this in a hospital case and the patient 
cried out in an extreme agony of pain. Fortunate- 
ly the dispensary was close by and amyl nitras 
capsules were urgently procured, on inhaling which 
the pain passed off and the patient felt comfortable. 
However, with ordinary care, complications are un- 
usual and the method can be adopted with safety. 

(b) Local infiltration of mnovocaine into the 
haematoma for recent simple fractures—The part is 
prepared surgically and the novocaine solution is 
injected into the haematoma at 2 or 3 points round 
the limb, away from the site of big blood vessels. 

That the needle is in the haematoma is judged by 
withdrawing blood which at the same time does not 
come as rapidly or continuously as if the needle 
was inside a blood vessel. Success in the method 
depends upon injecting the novocaine into the 
heamatoma, particularly near and between the frac- 
tured ends. Colles’s fractures, fractures of both 
bones of the forearm, fractures of the clavicle, etc., 
can all be set under Such anesthesia. The patient 
is in great cgmfort and manipulation of the fragments 
can be done deliberately and slowly. As he is con- 
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Scious, he co-operates in keeping the limb in parti- 
cular positions required. Application of plaster with 
the limb held in the desired position therefore 
becomes much . simpler, an advantage that can be 
easily appreciated by those who have tried mani- 
pulating and immobilizing fractures in an uncon- 
scious patient, and with not enough assistants. 


Gen 


Fic. 1—SHOWING DIFFERENT SITES FOR LOCAL ANAESTHE- 
SIA IN HERNIA OPERATIONS. 

a, b, c—Intradermal Wheals. Thick lines—Circum- 

injection of the subcutaneous tissues connecting the 

wheals. Dotted lines—Injection into the muscular planes. 

—Afier Ogilvie 


(c) For hernias particularly strangulated hernias 
(inguinal and femoral)—The patient may be in 
severe shock and far away from the nearest hospital. 
Transport of such patients over bad roads must in- 
evitably aggravate the symptoms and may even con- 
tribute to a fatal termination. It will be best to 
operate then and there whenever reasonably possible, 
and the operation can ideally be done under regional 
block—the technique for the purpose is evident 
from Fig. 1. A few hours delay may bring on 
gangrene of the gut in a strangulated hernia. If 
conditions are not favourable for operation, in cases 
where the strangulation is not more than about 4 to 
6 hours in duration, administration of % grain 
morphia, raising the foot of the bed and giving a 
soap and water enema may result in spontaneous 
reduction. Operation may in such cases be post- 
poned till more favourable conditions are obtainable. 
As “‘taxis’’ in any form is avoided by the above 
method, it is free from danger. In cases longer than 
4 to 6 hours in duration. and in all cases where 
gangrene is suspected, operation should be done 
without depending on the above method. 

What to do if the gut is already gangrenous? 

.If the surgeon is competent, let him resect and 
anastomose. Alternatively, let him cut out the 
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gangrenous gut and drain the ends, leaving further 
operation to a more favourable time, place or to a 
more experienced surgeon. ‘The subject is however 
so vast that it cannot be fully discussed here. 


Fic. 2—SHOWING DIFFERENT SITES FOR Local, ANAES- 
THESIA FOR INCISIONS IN THE RECTUS. 
a, b, c, d—Intradermal wheals. Thick lines—Injection 
into subcutaneous, as well as deep tissues, along the 
outer border of the Rectus. Dotted lines—Injection 
into the muscular planes. 


—After Ogilvie 


(d) A good knowledge of field block for abdo- 
minal operations will be of great help. Fig. 2 
shows a method for upper abdominal operations. 

(e) Operations upon the thorax—Rib resection 
for empyemas and even more extensive operations 
involving the resection of several ribs can generally 
be carried out under regional anzesthesia. 


Broop TRANSFUSION 


The one and only way of saving a patient who 
has lost much blood as a result of injury or bleeding 
ulcers (peptic ulcer and the dike) or due to what- 


ever cause is by replacing the blood. It may be 


needed in other conditions leading to shock and 


plasma transfusions may be needed in burns, in 


hypoprotinzemic conditions, etc. 

I would unhesitatingly say that this valuable 
method can and must be adopted much more fre- 
quently than is being done now. Blood transfusion 
is possible even in an out-of-the-way place. The 
requirements are:— | 

Donor. 

2. Test for compatibility. 
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3. Wide-bore, sharp, short-bevelled needle 
(French’s or Keyen’s or Cantis’ or Jubes’ 
or any similar needle) with an attached rub- 
ber tubing about 8” long. 

4. Sterile liquid paraffin. 

5. Sterile 3°8% sodium citrate solution (1 gramme 
ampoules are available in the market which 
on dissolving in 50 c.c. of warm sterile water 
gives the specified strength of solution). ' 

6. A bottle with a mark at 50 c.c. (for citrate 
solution up to the mark) and another up to 
500 c.c. (450 c.c. of blood drawn). 


7. Intravenous saline apparatus. 
8. Syringes and 2% novocaine solution. 


9. Two or three plaster of Paris bandages to 
support the limb in a plaster mould when > 
giving the blood transfusion. 


Regarding the ‘“‘donor’’, I fully realise that it 
is not easy to induce even the nearest relative to 
give blood, but once a beginning is made, a life has 
been saved by blood transfusion and nothing wrong 
has happened to the donor, further donations will 
be more easily procurable even in the village. In 
many cases, if the mother or the wife is told that 
the only hope of saving her dear one is by blood 
transfusion, the chances of their consenting to 
donate blood are fair. : 

As regards the test for compatibility, if the 
microscopic method is done, it is all the better. A 
drop of the blood of the donor is added to the serum 
of the recipient and if the corpuscles do not agglu- 
tinate but remain discrete or show only rouleux 
formation, the blood is compatible. If the corpuscles 
get clumped, the blood is incompatible. If a micro- 
scope is not available, the naked eye method can 
be adopted with safety, provided that one takes the 
trouble to get experienced with the method. Ifa 
drop of blood of the donor is added to the serum of 
the patient (recipient), in a watch glass and no brick 
red deposit occurs, the blood is compatible. All 
that is required are two small clean test tubes, two 
clean watch glasses and a sterile ink-filler or pipette. 
The details of blood transfusion (Mahadevan, 1943), 
cannot be entered into here but the method is quite 
easily picked up and details can be obtained from 
any text book of surgery. The whole outfit for 
testing and for transfusion (except the microscope) 
can all be packed ready sterilised in a medium-sized 
dressing drum. The corpuscles of the donor 
(C. D.), that is, his drop of blood is tested with 
the serum of the recipient (S. R.), viz., the patient. 
The method of transfusion is perfectly practicable 
and not particularly difficult. It requires a little 
training and experience for which provision is made 
now a days in the blood transfusion clinics in the 
big hospitals, and in the King Institute, Guindy. 
In my own experience, many a life has been saved 
by blood transfusion ; without it, it might not have 
been possible to have done major operations on 
patients run down in health by disease or injury or 
whatever cause. Of course one is all for organiza- 
tion of blood banks, plasma banks, etc., in hospitals 
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but what I want to stress is, that for the peculiar 

conditions I have outlined in the beginning of this 

article, blood transfusion is within reach of practi- 

cability and will prove to be an €xtremély useful 

and important adjunct. ~ mpi . 
Wuere Bioop 1s Not,-AVAILABLE. 

(a) As a second best arrangement and in all 
‘dehydrated patients, administration of saline by the 
intravenous drip method must be readily -possible. 
Sterile ampoules of various. solutions—normal saline, 
glucose saline, ete.—are now available in the market, 
ready for immediate use (530 c.c. ampoules of 5% 
glucose or normal saline, or more concentrated solu- 
tions, which dissolved in sterile: water give requi- 
‘site concentrations are all available). During the 
war, the big ampoules were not easily available, but 
now they are likely to be more easily. procurable. 
Even if these ready-made ampoules are not available, 
in practice, if you are sure of the sterility of your 
solution, a mild rigor is of no great moment. If 
the rigor is not severe or prolonged, administration 
of the solution need not be discontinued. Rigor 
can usually be prevented by the use of pyrogen-free 
distilled water. Incidentally, it is worth while point- 
ing out, that where sterility is assured, it is the use 
of copper vessels and connections and/or inferior 
rubber tubings (especially synthetic rubber tubings) 
that produce pyrogen products. 


(b) Intramuscular drip saline (in preference to 
subcutaneous infusion)—Many pints of the solution 
can be introduced by this method, without great 
discomfort. This. is a very useful method and 
deserves to be more populgr than it now is. It is 
‘best. administered deep intramuscularly into both 
thighs in preference to intramammary or axillary 
infusions. It is more preferable to subcutaneous 
infusion, as absorption is quicker and discomfort is 
much less. 

(c) Intragastric-drip feeds—This again is a very 
useful method, particularly where no intravenous 
‘apparatus is available, or where the patient is very 
restless, and in unconscious patients (say after head 
injury). Requirements for adopting this method are 
—a Ryle’s tube, drip attachment, clip, and reservoir. 
The patient can be fed with fluids of various sorts, 
—milk, buttermilk, weak tea with plenty of sugar, 
fruit juice, glucose water, saline, plain water, etc., 
etc. This is a very useful method in dehydrated and 
starved patients, particularly if they are stuporose 
‘or uficonscious. In cases where frequent nasal feed- 
ings are required, intragastric drip feeds may be a 
better alternative, with less strain on the patient as 
well as on the nursing staff. 

Incidentally, it is worth while pointing out that 
an ordinary, large stomach tube can be passed down 
through the nose. This 1s a fact which deserves to 
be known more commonly. It is particularly useful 
in violent or unconscious patients. No forcing open 
of the mouth by gags are required, and there is no 
danger of the finger being bitten.. This is a method 
worthwhile remembering to wash out the stomach in 


‘eases of poisoning; especially if the patient resists 


or bites the tube, ‘which he may do if he is delirious 


‘or deliberately in cases with suicidal tendencies. ‘The 


big stomach tube cannot be left in as long as a 
Ryle’s tube for feeding purposes, but where the latter 
cannot. be passed, the stomach tube can utilised 


for an emergency feed, I1f the tube (well lubricated © 


with vaseline, or any oil and not glycerine—glyce- 
rine is not a lubricant) cannot be-—passed through 
one nostril, the chances are that the septum is 
deflected to one side and the tube can then almost 
invariably be passed through the other nostril. 


Some REMARKS ABOUT INJURIES 


_ If patients are severely injured in an out-of-the- 
way place, do not rush to transport them if they 
are in shock, First take all possible measures to 


_Tesuscitate them. If you transport a_ patient in 


shock without taking adequate precautions to over- 
come it, you only take away any possible chance 
of recovery he may have. I know of cases where 
patients with severe injuries (e.g., a crushed thigh 
with compound fracture) had been rushed to a nearby 
head-quarter hospital in a bus. Some of the 
patients died, not because of the injury but because 
of the added shock in transport in a jolting bus with- 
cut any immobilisation of the limb or a preliminary 
morphia injection.- 


The following steps should help to counteract 
shock : 
(a) Administration of morphia liberally (4% to 


% grain in an adult, repeated as necessary, keeping . 


a watch on the pupil and respiratory rate). In 
shocked patients, the morphia should not be indis- 
criminately repeated, for when shock improves, the 
entire amount which till now remained unabsorbed 
because of poor circulation, may get absorbed all 
at once, with undesirable consequences. 


(b) Administration of plenty of fluids (by one 
or the other methods already described). 

(c) Arrest of haemorrhage—Wherever possible, 
the use of a tourniquet must be avoided and bleeding 
arrested by direct ligature of vessels. To apply a 
tourniquet instead of ligating a superficial cut vein 
is criminal. If a tourniquet is necessary, do not 
use rubber tubings, but broad flat rubber bandages 
or pneumatic tourniquets. The tourniquet must be 
be removed at the earliest possible opportunity, and 
preferably not kept longer than 40 to 45 minutes. 
It must be released at intervals. The use of a tourni- 


‘quet in the upper limb is more dangerous than in 


the lower and more dangerous in children than in 


adults. Some limbs, which could otherwise have 


been saved, have had to be amputated because a 


_tourniquet had been applied tightly and high up 


in the arm, for a wound in the forearm ; the tourni- 
quets hatl been applied so tight and had been left 
so long that it had dug deep into the tissues and 
the liinb had to be amputated at that level for a 
trivial injury which could otherwise have been 
easily attended to. The moral is that if a tourniquet 
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M. 
qs at all necessary, apply too high. ‘above the 
level of the injury-and do not leave it on too long. 

(d) Immobilization of the*injured area—This ‘is 
@ most important necessity, which should not be 
overlooked under any circumstance, For example 
(a) bringing together the margins of wounded areas 
with clastic plaster. (The strapping should extend 
well beyond the limits of the injured ‘areas, if 
immobilization is at all to be effective). (b) Plaster 
slabs or application of Thomas Splints and skin trac- 
tion for injured limbs, (“The Tobruk’’ plaster is a 
very useful method). Strapping must not encircle 
the limb, but must be applied as concentric halves 
at opposite aspects, at different levels of ‘the limbs. 
Pressure over the heel and over bony prominences 
must be avoided. Foot support to prevent foot drop 
must not be neglected. Sometimes it may be better 
to apply dressings tq wounds and fix the fracture, 
(say a fractured femur in a Thomas Splint) over the 
clothes. 


(e) Principles of treatment of open wounds are 
on the usual well known lines, ¢.g., cleaning of the 
surrounding skin, after covering the wound with 
sterile gauge and shaving the limb away from the 
margins of the wound. It is no use shaving a small 
area around. ‘The whole limb must be shaved, and 
it is the only way of removing all gross dirt. The 
linb must then be washed liberally with soap and 
water, and dried. This process itself may have to 
be done under anzesthesia in some cases. The wound 
is then next attended to, cleanly excising the skin 
margins and deeper infected layers, removing foreign 
bodies and blood clots and effecting haemostasis. 
The suture of divided important structures may be 
“necessary now, or by delayed primary or secondary 
suture later, according to various conditions. Appli- 
cation of sulphonamide and/or penicillin locally and 
parenterally must be according to necessities of 
individual cases. 


_ Many wounds so treated in the first few hours 
do well. It is known, that up to 6 hours organisms 
lie on the surface of the wound, when it is called a 
contaminated wound, as against wounds seen at later 
hours, when the organisms get a hold on the deeper 
structures via the blood vessels and lymphatics, 
when the wound is said to be infected. In wounds 
seen late, or where excision of all infected tjssues 
has not been possible, leave the wound widely open, 
loosely packed with vaseline gauge. Drainage tubes 
are best avoided specially when patients have to be 
transported. 


Avoid dry dressings and such. barbaric methods 
as painting abrasions with tincture of iodine or seal- 
ing them with tincture benzoin. These cause. pain 
which is entirely avoidable. Sealing abrasions 
impedes free escape of discharge and also causes 
pain at the time of its removal. The wounds are 
cbest covered with flavine gauze (1 in I000 aqueous 


solution, soaked in paraffin or vaseline) and strapped 


over. ‘This immoblizes the injured area and removal 
also is painless. Prophylactic anti-tetanic serum 
injection must not be forgotten and should be admi- 
istered at the earliest opportunity. 
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“Heap Injurigs—In discussing this, I have 
fully quoted from.an article,on the subject by H. 
Sheldon and others (1944). in a symposiuin on, recent 
advances in surgery. .A well planned and methodi- 
cal examination is necessary for a quick and correct 
assessment of the conditon of the -patient.. The 
degree of consciousness, condition of the pupils, 
paralysis or ;paresis. of limbs, if any, reflexes (super- 
ficial and deep), nature. of breathing whether ster- 
terous or otherwise, etc. must be noted. The pulse 
rate, respiration and blood pressure must be taken 
every half hour and charled graphically. Particu- 
larly the temperature (in stuporose and unconscious 
patients, the rectal temperature) should be taken 
every half hour, because as shock is controlled the 
temperature may rise rapidly and reach damaging 
levels. Hyperthermia may be easily controlled in 
‘the early stages ; but not so, when well established. 
I shall refer to this again later. 


Particular care must be <aken not to overlook 
other injuries in an unconscious patient. I know 
of a case where, in a patient with head injury, a 
severe fracture of the jaw was missed and death 
occurred not due to the head injury, but due to 
asphyxia—the result of falling back of the tongue. 


Important points in treatment of head injuries— 
(a) Maintenance of proper airway—lIf this is neg- 
lected, all other supporting measures will be tho- 
roughly defeated. ‘The head must be turned to the 
side to allow the saliva, mucus, etc. to flow out 
freely, an airway tube inserted’ to prevent the’ tongue 
from falling back and the mucus and blood aspirated 
off. The common practice of swabbing the throat 
with a gauze or cotton swab held in a pair of forceps 
should be thoroughly deprecated. It causes great 
discomfort to the patient and also does not remove 
the mucus efficiently. The most pleasant and effec- 
tive way is to aspirate it off with a syringe or a 
bulb attached to rubber tubing. 


Tracheotomy may occasionally be required in 
severe head injuries, complicated by. facial and 
mandibular fractures with so much oedema and 
swelling that it is difficult to maintain a satisfactory 
airway. 

Incidentally, in institutions where available, 
administration of oxygen with B, L. B. mask will 
help very much and if oxygen is given it must be 
given at the rate of 6 to 8 litres per minute.. If 
cyanosis is not controlled by these measures, the 
possibility of a pneumo- or haemothorax. must be 
remembered. 

(b) Prevention of hyperpyrexia—Hyperpyrexia 
may be a dangerous and unexpected complication of 
head injuries. To avoid this, one must aim’ at 
keeping the rectal temperature below 102°F, If 
temperature is rising up, eliminate all clothings and 
turn on the fan (if electrical fan is not available, the 
patient must be fanned by attendants). Ice bags to 
the axilla and groins may be applied but if -these 
do not bring the temperature down, a good way to 
control it is by “aleohoFpponging’’. A large basin 
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of alcohol is filled with ice and every 15 minutes, 
the exposed parts of the body are thoroughly moist- 
ened with iced-alcohol and ‘the electric fan turned 
oti to evaporate it. Now and again the unconscious 
patient is turned so that the back also can be like- 
wise cooled. I have had no opportunity of adopting 
this method, but I do feel in retrospect that some 
of the patients might have been saved, had it been 
adopted. It is recommended by Sheldon and others 
in the article already referred to, and I bring it to 
the notice of the profession as worth adopting. 

(c) Control of Intracranial pressure—Dehydra- 
tion therapy is not much in favour now a days. In 
selected cases, lumbar puncture may be done with 
benefit. When pulse rate is slow (50 to 60) lumbar 
puncture is done to determine the pressure and the 
presence of blood in cerebro-spinal fluid. About 5 
to 10 c.c. of the fluid are removed and if the con- 
dition improves, it may be repeated. Lumbar punc- 
ture is contra-indicated when the pulse rate is high 
and the patient is in deep coma. 


During recovery, lumbar puncture may be bene- 
ficial in relieving headache, meningisms and irrita- 
tive phenomena resulting from accumulation of 

blood in the subarachnoid space. 


Intravenous hypertonic salines are now used 
mainly where a prompt lowering of pressure is 
imperative. Serum albumin is better than glucose 
or sucrose solutions for the purpose. 


(d) Fluid balance and nutrition—In comatose 
patients, unless particular care is taken, nutrition 
may suffer. A Ryle’s or Levin’s tube may be passed 
through the nose into the stomach and fluids, e.g., 
glucose water, fruit juice, citrated milk etc., may 
be introduced and a chart kept of the fluids given 
so that a correct idea of feeds provided may be avail- 
able. ‘The necessity for dehydration to control in- 
tracranial pressure must be borne in mind, but even 
so at least 1500 c.c. of fluid per day should be ad- 
~ ministrated in the early period and possibly even 
more if the weather is warm. 


Restlessness—If patients are restless among 
various other causes, a distended bladder may be 
one, in which case catheterization is required. 
Luminal or allied drugs by mouth, paraldehyde per 
rectum etc. may allay restlessness. _ 


Emergency operation in cases with head injury. 
—If the patient is restless, intravenous pentothal 
sodium may be used with benefit. Otherwise it is 
possible to do these operations under local and re- 
gional block. The indications for emergency opera- 
tion and the details of operative technique cannot 
be gone into here. But the main principles are the 
same as in attention to wounds elsewhere. Open 
injuries with or without injury to the skull, intra- 
cranial haemorrhages, etc., will require urgent opera- 
tion. Sulphathiazole is the one among the sulpha 
group of drugs which should not be used locally in 
cerebral wounds, because it causes fatal convulsions 
when in contact with cerebrospinal fluid (Geoffrey- 
Jefferson, 1945). For systemic administration, sul- 
phadiazine and/or penicillin may be used. 
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II. Cuest~- (Roberts—1940, Price 
Thomas—1943, Tudor Edwards—1944)—By way of 
first aid the following treatment is suggested: 


1. In open wounds, arrest haemorrhage in 
superficial wound. © 


2. Apply sulphonamide powder to the wound. 

3. Close a sucking wound by a wet dressing 
or pad of gauze smeared with vaseline and 
kept in place by strapping, if the wound is 
small or by suturing the margins over the 
gauze, if the wound is large. 


. If the ribs are fractured in two places, as 
in crush injuries and there is a mobile chest 
wall, infiltrate the fractured areas with novo- 
caine and strap the chest wall, the strapping 
taking a purchase of the chest wall on the 
healthy side, i.e., strapping must extend 
well beyond the midline front and back. If 
this is insufficient, pass sutures round two 
or three ribs and tie them over a metal bar 
supported on two rubber sponges on the 
chest wall (Roberts, 1940). 


. If breathing is embarrassed, there may be 
pneumothorax—possibly tension pneumo- 
thorax. The best thing is to aspirate off 
the air. In tension pneumothorax, the 2nd 
intercostal space in front is a convenient 
place to insert the needle. 


. If there is a haemothorax sufficient to em- 
barrass breathing, remove enough blood to 
cause relief. Further treatment is better 
left to more favourable circumstances, in 
bigger institutions, to which the patient 
must be transferred as early as practicable. 

. Treat shock on the usual lines. 


. It may be worth mentioning here that the 
best way to treat fractured ribs is by novo- 
caine infiltration into the painful area or 
by blocking the related intercostal nerves. 
A single injection often gives permanent 
relief, though in some cases it may have to 
be repeated once or twice at intervals. 
This is a much better, simpler and more 
comfortable method, than the time honour- 
ed one of strapping the chest wall. For 
the rationale of the method and advantages 
reference should be made of Nealsmith 
(1942) and Mahadevan (1944). 


During the war, in these cases every endeavour 
was made to transfer these patients in the shortest 
possible time to the nearest big centre. ‘This advice 
can equally well be given to conditions under con- 
sideration here. 


III. UretHra—If the bladder is dis- 
tended, in my opinion the best thing is to do a 
suprapubic cystostomy under local anaesthesia. An 
inch-and-half long incision, midway between umbli- 
cus and symphysis, is made down to the bladder. 
The patient is put in Trendelenberg position and the 
peritoneum pushed off from the bladder. ‘Two stay 
sutures are introduced into the wall of the bladder, 
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a stab incision is made between the sutures, and a 
self retaining catheter is introduced. 
Associated pelvic fracture is strapped up, if pos- 
sible and materials are available, the pelvis is immo- 
bolised in a plaster spica. Further treatment is left 
to more favourable circumstances end surroundings. 


If the bladder is not distended, there may be 
rupture of bladder (intra- or extra-peritoneal). 
Details of treatment cannot be gone into here. 


IV. Burns (Ref. Thermal Burns—a symposium 
from the Journal of the American Medical Associa- 
tion by the United States Office of War Informa- 
tion, 1944). 

- Tannic acid treatment introduced by Davidson 
of Detroit undoubtedly saved many lives, but is 
found to cause liver damage and some at least of 
the deaths were due to that. So, better methods 
were looked for. Silver nitrate solutions were found 
to cause less damage. Later, various combinations 
of one or other of the aniline dyes, silver nitrate, 
tannic acid, etc. had a trial. The present tendency 
is to simplify the methods and the subject can be 
summed up as follows :— 


(1) Too many burns cases die because of an 
anaesthetic given for cleaning and debridement of 
ihe burnt areas. An anaesthetic is not mecessary 
(Wakeley, 1945). Some say that burnt cases have 
relatively little pain after the rst half hour. To re- 
lieve pain, give % to % grain morphia (in adults) 
and repeat if necessary. All forms of cleansing, 
except removing gross dirt is to be omitted. Even 
then, the area should not be scrubbed witi a brush 
but only soft cotton and soap and water should be 
used instead. In the well known Cocoanut Grove 


disaster, neither cleansing nor debridement of the 


burns was done. (Cope, 1943). 

(2) The burnt area is covered with sterile towels 
first. Then the surgeon scrubs up as for a major 
operation, donning sterile overall, gloves, face mask 


-and cap. Further attention to the-burnt area be- 


gins. It can be dressed with gauze impregnated 
with (a) boric acid, or (b) if available, the area is 
dusted with the following powder :— 

The powder is made with sulphonamide and 
light magnesium oxide to which is added calcium 
penicillin so as to give a strength of 1000 units per 
gramme (Wakeley, 1945). 


Or 


The application of a creath made with soft 
paraffin and lanette wax to which is added a peni- 
cillin solution so as to give a strength of 1000 units 
per gramme. (Wakeley, 10945). 

(c) One or other of the dyes e.g., 1% aqueous 
solution of the following dyes mixed together 
(“triple dye solution’’)—gentian violet, brilliant 

@ green and flavine. 

(d) In small burns, as first aid or when patients 
cannot be removed to a hospital, better than tannic 
acid jelly is the following: Gentian violet 10%, 
brilliant green 0'1%, euflavine 0°1% to which 5% 
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sulphadiazine is added and applied in the form of 
a jelly. (Wakeley, 1946). 

(3) Shock in burns is due to plasma loss. So, 
plasma transfusion must be given as early as pos- 
sible (and oxygen inhalation if available). In the 
meantime, fluid loss can be replaced by one or other 
of the methods already described (intragastric feeds 
and particularly intragastric isotonic saline) and in 
addition, mechanical measures adopted to prevent 
escape of plasma into the burnt areas by applying 
elastic roller bandages over the dressing (so called 
“Occlusive method’’). If elastic roller bandages are 
not available, keep firm pressure by bandaging in 
place, plaster of Paris moulds applied to the area. 
This is a very important adjunct. The dressings are 
not changed until the 10th to the 14th day after 
the burn. 


(4) Keep up nutrition by proper feeds, (proteins 
and amino-acids are of value) and give plenty of 
vitamin ‘‘C’’, Control anaemia by blood trans- 
fusions. 

(5) Early skin grafting is necessary to prevent 
chronic sepsis, contractures, etc. Even in the 
presence of mild sepsis, skin grafts do take. Early 
skin grafting by excising all 3rd degree burns, pre- 
ferably within 6 weeks is a very important step. 
Some advise immediate skin grafting in complete 
skin loss burns. 


(6) Chronic infections, particularly those that 
resist sulphonamides and penicillin treatment are 
mainly due to B. coli, B. proteus and B. pyocyaneus 
infection. These are best treated by local application 
of urea formic iodide (U. F. I.)—(Wakeley, 1045, 
1946). It is a white, water-soluble, nontoxic, non- 
irritant powder and can be applied locally in powder 
form or in solution. It is effective in the above 
infections and acts on both aerobic and anaerobic 
organisms. The use of U. F. I. powder allows skin 
grafting to be performed right up to the anal margin 
even, in burns of the gluteal and anal regions 
(Wakeley, 1945). The substance is not yet locally 
available, but if and when it becomes available it 
is well worth trying. 


_ Acute Conprtions—The follow- 
ing points seem worthy of mention: 


(a) In lesions due to perforation of viscera, e.g., 
Duodenal ulcer perforation, the patient has severe 
pain, the abdomen is rigid, palpation is painful and 
patient is immobile, whereas in colics, the patient 
rolls about in agony and pressure tends to be more 
soothing than uncomfortable. In intestinal colic, the 
pain is all around the umbilicus, whereas in biliary 
colic it is in the right side and in renal colic in one 
or the other side of the abdomen. Further, there 
is the characteristic radiating pain in biliary or renal 
colics which helps in diagnosis. In volvulus of the 
pelvic colon pain is in hypogastric region. 

(b) Recently there is a tendency to adopt con- 
servative measures measures in some case of perfora- 
tion of duodenal ulcer, which consists mainly in 
Fowler’s position, continuous suction - drainage of 
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alimentary tract, liberal morphia,. continuous intra- 
venous drip glucose saline and administration of sul- 
namides and penicillin, The method has been 
in vogue for a long time, especially in cases where 
the area of rigidity was limited tothe upper right 
quadrant, in the so-called leaking ulcers. I have 
known my chiefs adopt this method at least as early 
as 1934 successfully in somes cases and where symp- 
toms did not rapidly improve operation was resorted 
to. Anyhow this method,can be very usefully adopted 
in suspected perforations where there are no facili- 
ties for operation or at least till operation is possible. 
Where conditions permit, operation is perhaps safer, 
and in addition the above methods can be adopted as 
useful adjuncts. 
Acute appendicitis and its complications— 
The treatment of this condition can be summarised 
as follows: It is always best treated by operation, 
except where the palient is brought so ill with gene- 
ralised° peritonitis’ that ‘operation is sure’ to end 
fatally. In’ these ‘latter cases, the patient has a 
better chance of survival, if Fowler’s position, intra- 
venous drip glucose saline, etc., etc., outlined in 
above paras are adopted. When the patient tides 
over the crisis, a localised abscess may form which 
may later be e¢asily drained if mecessary. The 
collection of pus results in. the well known 
residual pelvic abscess. In this condition the patient 
has usually an irregular fever, frequent: desire, to 
ss motion, but only bleod.and mucus are passed 
without relief, and the motion shows no. evidence 
of dysentery.. Sometiinés there is frequent, micturi- 
tion also. Rectal examination shows a fluctuant 
swelling in the rectovescial pouch and there may be 
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‘THE OPENING oF A PELVIC ApscEss 

INTO THE Rectum (The ends of the sinus forceps are 

shown -within: the abscess cavity). edilo 
resi. | After :Hamilton-Bailey 


= nding alpable im cthe hypo gastric region also, dull 
on percussion. :-The swelling: is bimanually. palpable. 
Such ‘cases ‘are:easily treated: without-no more instru- 
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ments than a pair of sintis forceps, a gloved 
finger, and a soft catheter. The bladder is first 
emptied to be sure that one is not dealing with a- 
distended bladder. The patient is put in a lithotomy 
position, and with the gloved left index finger in 
the rectum as a guide, a sinus forceps is thrust into 
the most pointing fluctuant part of the swelling 
(Fig. 3) and pus comes out. No anesthesia is 
required for the operation. In the majority of thesé 
cases, the anal sphincter is patulous and a rectal 
speculum shows the hyperaemic mucous membrane 
exuding slightly blood-stained mucus. As the anal 
sphincter is patulous, the operative procedure des- 
cribed above can easily be done without great dis- 
comfort to the patient. When the sinus forceps 
enters the abscess cavity and pus escapes, the left 
index finger is guided through the opening made, 
and a drainage tube or a self-retaining‘ catheter is 
introduced into the abscess cavity and stitched in 
place to the anal margin (previously infiltrating the 
skin with novocaine). The tube is left in place for 
a week or 10 days, periodically washing out the 
abscess cavity with saline or any mild antiseptic. 

e patient is nursed in the Fowler’s position and 
the abscess cavity rapidly closes down. The majo- 
rity of these patients do remarkably well. I have 
adopted this method in several cases with very grati- 
fying results: 


Case Report—Some years ago a European sol- 
. dier of,about 20 years was admitted with 
‘generalised peritonitis presumably the result 
of acute appendicitis, Under Oschner- 
Sherren treatment he was progressing very 
slowly. One day he became acutely ill, and 
looked practically moribund. Rectal exami- 
nation showed an enormous pelvic abscess 
which had hitherto been overlooked, The 
abscess was drained by the above method 
and he rapidly recovered and was discharged 
cured 


' Some at least of the deaths after operation for 
acute appendicitis are due to following causes which 
are avoidable :— 

(i) Choosing a right paramedian incision with 
its risk of infecting the general peritoneal cavity 
when a Mc’Burney’s incision would have been the 
better one to. adopt.* 

(ii) Not walling off the abdominal incision with® 


towels before opening into peritoneal cavity and 
before handling the infected areas. 


(iti) Not packing off the surrounding peritoneal 
cavity carefully before the infected appendix, caecal 
or ileal region is handled. — 

“ (v) Not draining through the incision in the 
abdominal wall where it is indicated. 

In (ii) and (iv) spreading cellulitis of the abdo- 
minal wall contributes to a fatal issue. There are 
“© This isa point with which all surgeons may not 
agree. Editor. 21,0 991 


i 
 \ 
\ 72) 


JOURNAL 
M.A. 


of course other causes which may contribute to a 
fatal issue but to my mind the above 4 seem the 
principal causes worth mentioning. 


(d) Where patients are seen during acute abdo- 
minal distress, conditions like acute dilatation of the 
stomach must not be forgotten, for they are capable 
of easy remedy if undertaken at the proper time. 
(Pass a stomach tube, empty the contents and then 
leave in a Ryle’s tube for continuous suction drain- 
age, keep patient face down with foot of bed 
elevated and institute intravenous drip infusion). 


(e) In cases of volvulus of pelvic colon where 
facilities for operation are not available, or some 
time is likely to be taken for arrangements, the 
following method is well worth trying :— 


Keep the patient in the knee-elbow position if 
possible and with both hands gloved pass a well 
lubricated stiff flatus or colon tube into the rectum. 


With two fingers of the left hand shoved as high 


up in the rectum as possible guide the flatus tube’ 
up, pushing it up with the right hand. The left 
hand fingers in rectum are necessary to prevent the 
coiling of the flatus tube there, which will otherwise 
invariably happen. ‘The flatus tube thus guided, 
passes up the twist in the colon which thereby gets 
deflated and the volvulus is thus enabled to un- 
twist itself. This method will particularly succeed 
if the twist is partial and I have more than once 
succeeded by adopting the method. Once the flatus 
tube is passed up, leave it in place, stitched to the 
anal margin. If the patient is fit for operation, even 
if the above method succeeds, operation is better 
done, because recurrence is not unusual. One dis- 
advantage of the above method is, that once it suc- 
ceeds some patients may refuse operation. Still, the 
method is worthy of application, (a) to allay the 
patient’s discomfort until operation is possible ; 
(b) in cases where operation is refused, it may be a 
life saving measure ; (c) where it succeeds, and if 
the patient is too ill for operation, to tide him over 
the crisis and get him fit for operation at a later 
stage. If deflation occurs, it is better to give a soap 
and water enema, with the tube in place and the 
bowel is thereby well emptied. 


(f) There is a condition called “Endemic funi- 
culitis’’ occurring in areas of endemic filarial infection. 
The spermatic cord is the seat of acute streptococcal, 
infection and the condition may and often does 
resemble acute strangulation of the gut with pain, 
tenderness, swelling and reflex stoppage of bowel. 
action. Indeed, in doubtful cases it is best to open 
and see to exclude a strangulated hernia. The cord 
will be found to be acutely inflamed and intensely 
congested with beads of pus exuding here and there. 
Previously the only way to save life was to do an 
orchidectomy, removing the cord well above the 
inflamed area and leaving the wound wide open, 
loosely packed with vaseline gauze. In the absence 
of such treatment, death was usual due to strepto- 
coccal septicaemia. Now-a-days penicillin and sul- 
phonamides may help to save life, with or without 
operation. I have not recently had such a case, 
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but if I do get one, I shall, I am afraid, prefer the 
operation outlined above, together with penicillin 
and sulphonamides locally and paranterally. 


Incidentally, while talking about unusual com- 
plications of filariasis it is worth pointing out that 
some at least of the cases of haematuria in our 
country are due to filarial infection. If the urine is 
centrifugalised and seen, microfilaria may be found 
in them. It is really a case of chyluria in which 
the chyle is small in quantity and not obvious, while 
the associated venous bleeding is proportionately 
much more and masks the real condition. I have 
personal knowledge of a few such cases, doing quite 
well over a long number of years, in whom occa- 
sional attacks of chyluria and haematuria occur with 
long intervals of freedom. (Mahadevan, 1941). 
Investigation in these cases have excluded other 
more likely causes of haematuria, 


A Few Important THINGS To BE Norep . 


(a) Diphtheria—There seems to be an impres- 
sion that diphtheria is not common in our country, 
a relic of past ideas which still persists in the minds 
of some. The condition is far from uncommon. I 
stress this because the following tragic case is inde- 
libly impressed in my mind: Years ago a young 
doctor rushed up to me to come and see his child, 
desperately ill. The child was having fever and 
cough for the previous ten days. When I went and 
saw the child, it.was moribund. A glance showed 
unmistakable diphtheritic patches in the tongue, 
mucous membrane of the cheek, tonsils, etc. The 
child expired even as we were examining the case. 
The doctor-father, and the doctor who had attended 
on the case both had missed the diagnosis. 


(b) I have on more than one occasion been dis- 
turbed at midnight because an operated patient could 
not pass urine and the house surgeon could not pass 
a catheter. An impassable stricture was thought to 
be the cause. Yet, in a good proportion of these 
cases a soft catheter passed in very easily, much to 
the surprise of the house surgeeon and the great 
relief of the patient. In the majority of these cases, 
the defect was in attempting to pass an imperfectly 
lubricated old,. very soft ‘‘spineless’’? catheter which 
the urethra ignored. A good stiff rubber catheter 
well lubricated with vaseline or any oil will avoid 
such mistakes. 


(c) In some cases, patients have been periodically 
catheterised for what was thought to be retention 
of urine due to an unknown cause. A careful 
examination of the patient or even the history 
should have revealed the cause. The real condition 
may manifest itself by the bursting of an ischio- 
rectal or perianal abscess, and thereafter the reten- 
tion of urine no longer persists. An earlier and care- 
ful examination would have showed that what was 
required was incision of the abscess and not cathe- 
terisation of the patient. I mention this because I 
have known this happen more than once. 
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A Frew REMARKS ABOUT RECENT TRENDS AND 
ADVANCES 


(a) Diabetes is common in our parts. Many of 
the dangers of carbuncles, cellulites, etc. in diabetics 
+have been lessened by the advent of penicillin and 
sulphonamide group of drugs. ‘This is well known, 
but what is not known so well is, that these people 
do well on a high carbohydrate, low fat diet. ‘This 
method has now been in existence sufficiently long to 
enable one to say that such a diet lowers the inci- 
dence of hypertension, cardiac disturbances and 
ocular changes which were formerly prominent in 
the diabetics (Medical Annual, 1946, page 3). In 
fact, these patients do very well on the diet they 
are usually accustomed to, (restricted only by their 
appetite and digestive capacity) together with a com- 
bination of ordinary insulin and zinc-protamin insulin 
injections as required. 


(b) Senile gangrene, etc.—Where blood supply 
to limb is threatened by arterial degeneration or 
disease, by injuries or after ligation of a main vessel, 
the judicious cooling of the limb has proved invalu- 
able in saving the limbs (Ogilvie, 1946). Recent 
experience has shown that tissue destruction can be 
prevented if the limb is cooled, but gangrene results 
if it is warmed (Sheldon and others, 1944). The 
threatened limb must be kept cool but not cold. 
The reason for this is that a reduced oxygen supply 
can maintain tissue nutrition if the cell metabolism 
is reduced. If metabolism is increased by heating 
the limb, the reduced blood supply is incapable of 
meeting the increased requirement and gangrene is 
precipitated. Jt has been shown that the demand of 
muscles for blood at 40°C. is eighteen times that 
at 25°C. (Ogilvie, 1945). ‘The practical application 
is, that the threatened limb must be kept cool at 
room temperature, but not cold (below 20°C is harm- 
ful) and the rest of the body must be warmed at the 
same time, because then the blood is sent through 
the diseased area also in maximum quantities with- 
out any increased metabolism in the part. 


CONCLUSION 


I hope what has been described above will bring 
out the great possibilities by which lives can be 
saved even under adverse circumstances. An emer- 
gency kit consisting of the following will be of use 
under these circumstances :— 

1. Regional and local anaesthesia set (require- 

ments already described). 

2. Blood transfusion set (requirements already 
described). 

3. Sterile ampoules of normal saline, 5% glucose 
saline, etc. 530 c.c. capacity or even bigger 
sizes, small ampoules of more concentrated 

’ solutions like 25% glucose solution, etc. 

4. Sterile ordinary and self-retaining catheters, 
Ryle’s tube, big stomach tubes, etc. 

5. A few elastoplast bandages, plaster of Paris 
bandages, etc. 


MAHADEVAN 


Vol. XVII, No. 3 
DE 


CEMBER, 1947 


6. Pneumatic tourniquet or broad flat rubber 
bandages. 

7. These are, of course, in addition to the usual 
instruments for surgical emergencies (small 
portable sterilisers, etc.) and drugs like 
morphia, amyl nitras, etc. 


Many advances of far reaching importance are 
occurring and in conclusion, let me quote the follow- 
ing passage to give one an idea of the future possi- 
bilities :—- 

“With modern anzsthesia, patients carefully 
prepared, improved technical devices, and new means 
to combat shock and sepsis, operative surgery has 
reached a new level of safety and achievement. ‘Ten 
years ago the performance of such operations as 
total gastrectomy, resection of the oesophagus and 
pneumonectomy was a rarity, and recovery of the 
patient even more unusual. ‘To-day such operations 
are accepted as a matter of course in large clinics, 
and it is deaths that excite comment. ‘Those who 
were fortunate enough to hear Major D. W. Harken 
of the United States Army report a series of 139 
operations on the heart and thoracic blood vessels 
without one death, including fifteen operations on 
the heart, among which the same heart was opened 
on three occasions for a buliet that drifted from 
chamber to chamber and was recovered on the third 
time, must have admitted that here was a new 
standard of achievement’’. (Ogilvie, 1945).* 
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SULPHAGUANIDINE IN THE TREATMENT OF 
CHOLERA UNDER RURAL CONDITIONS 


(A REPORT ON 290 Cases)* 


S. C. SEAL, M.B., D.P.H., F.A. P.H.A., 


Assistant Professor of Epidemiology, All-India 
Institute of Hygiene and Public Health, Calcutta 


Sulphaguanidine has been found highly effective 
in the treatment of cholera cases. Chopra etal, 
1941 ; Carruthers, 1942 ; Huang, 1944 ; Mitra, 1944 ; 
Lahiri, 1945 ; Gupta et al, 1945). All the records, 
however, refer to the patients admitted into hospitals 
where they are generally brought in late and the 
treatment carried out under some controlled con- 
ditions. It was therefore of interest to observe the 
effect of the drug when applied under actual field 
conditions in which both the community and the 
environment remain uncontrolled. Opportunities 
were available for such trials in several small out- 
breaks of cholera occurring within the Singur Health 
Centre Area in the District of Hooghly, Bengal. 


The study extended over a period of little more 
than a year from the middle of August, 1944, to the 
middle of September, 1945, and the drug was used 
as a part of the control measures programme recently 


TABLE I--SHOWING DISTRIBUTION OF CHOLERA CASES BY AGE, SEX AND CLINICAL GRADES, 


reported by the author (1946). The present commu- 
nication deals with the results of treatment of cholera 
cases, as seen in rural outbreaks, with sulphagua- 
nidine and other methods. 


DESCRIPTION OF THE OUTBREAKS 


Thirty isolated outbreaks involving 29 of the 
68 villages belonging to the Singur Health Centre 
Area (33 sq. miles) were investigated. The total 
number of cases was 290 with 71 deaths, the gross 
fatality rate thus being about 24°5. The largest 
number of cases in an outbreak was 60 and the 
longest duration was 50 days. The distribution of 
cases in different outbreaks was as follows :— 


No. of Single 
gl 50+ 41-50 31-40 21-30 11-20 6-10 2-5 cases 


cases 1 1 nil 1 6 7 8 6 


Inaba O type of vibrio was isolated in one outbreak 
and Ogawa O type in 18 outbreaks ; in the rest of 
the outbreaks either the samples were not available 
or were negative to the typical cholera vibrio. 
Clinically, cases were divided into three grades, 
viz., mild, moderate and severe. Mild cases were 
those who had purging and vomiting with restless- 


MALES 


ALL GRouPS 


8 8 
> Sex § > 2 Sex § 
Age groups 
5 years 0/9 4/5 6/6 10/20 500 144 152 0/5 2/5 1/6 3/16 188 157 100 13/16 361 150 124 
10 years 0/5 1/11 5/9 6/25 240 145 189 0/6 0/8 12/1612/30 40:0 148 19:0 18/55 327 146 190 
15 years - 0/3 O/5 2/6 2/14 143 135 106 0/5 0/5 1/5 1/15 67 102 95 3/29 103 119 100 
25 years O/11 0/11 5/10 5/32 156 17°77 242 0/9 1/16 7/23 8/48 167 200 304 13/80 163 188 276 
45 years 0/8 0/8 2/8 2/24 83 266 182 0/5 0/16 8/17 8/38 21-1 25:3 241 10/62 161 260 21-4 
45 & over 0/4 2/5 5/8 7/17 41-1 133 129 0/0 0/2 7/9 7/11 636 1406 70 14/28 500 137 96 
Total 0/40 7/45 25/47 32/132 242 100-0 1000 0/30 3/52 36/76 39/158 24-7 100-0 100-0 71/290 245 100-0 100-0 
Mortality % 00 156 53:2 242 00 58 47:4 24-7 


ness, slight or no prostration and little or no sup- 
pression of urine. Most of the cases classed under 
this grade were really casés seen n the early stage 
of the disease. Moderately severe cases were those 
who had vomiting and purging accompanied by rest- 
lessness, prostration and suppression of urine and in 
some cases by early symptoms of cramps. Severe 
cases were those who besides having prostration had 
cramps often ending in collapse and even loss of 
consciousness in some cases. The distribution of 
cases according to age, sex and clinical grades has 
been given in Table I. 

* Presented before the Medical & Veterinary Section of 


pt Indian Science Congress held at Delhi on January 5, 


N.B.—The figures in the numerator relates to the number of deaths in the group of persons indicated by the denominator. 


— 8 — 


Of the 290 cases 132 or 45°5 per cent were males 
and 158 or 54°5 per cent were females. The propor- 
tion of males to females in the Singur Health Centre 
Area is 52:48 (Lal and Seal, 1946). Thus the 
females suffered more in proportion than the males. 
Some explanation for this could be found in the fact 
that the festival meals which formed the principal 
source of the majority of the outbreaks reported here, 
were more popularly attended by the females and 
children than by the males. 

The trend of the distribution of cases by age 
groups in practically similar in both sexes, the 
highest incidence being in the age group 15-25 years. 
This age group and that between 5 and -1o years 
suffered proportionately more than the normal distri- 
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bution of the population in the area. Males below 
6 years and above 45 years suffered more than the 
females, whereas the females in the age group 
between 15 and 45 years suffered more than the males 
of the corresponding age groups. 


The general trend of mortality in different age 
groups is similar in the two sexes, the extremes of 
age groups, viz., below 10 years and above 45 years 
having suffered from higher mortality rates than the 
intermediate groups. Although the mortality rates 
in different age groups varied in the two sexes (vide 
Table I) there was practically no difference between 
the gross mortality rates, viz., 24°2 per cent in the 
males and 24°7 per cent in the females. 


The percentage of mild, moderate and severe 
cases was 24°I, 334 and 42°4 respectively. ‘Their 
respective distribution in the two sexes was 30°3, 
34°1 and 36°6 in the males and 19’0, 33'0, and 480 
in the females. Thus a larger proportion (almost 
double the number) of female cases ended in severity 
than the male cases. While no death occurred among 
the mild or early cases, 61 or 49°6 per cent of the 
123 severe cases and 10 or 10°3 per cent of the 97 
moderately severe cases died (see Table II). Exclud- 
ing the mild cases amongst whom no deaths occurred 
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the mortality rate specially for moderate cases was 
higher amongst the males. 


MerHops oF TREATMENT AND RESULTS 


The field centres were visited as soon after 
reporting as possible. The stage of the outbreak 
at which the treatment with sulphaguanidine could 
be started therefore depended upon notification which 
was often unusually delayed, the longest being 35 
days. ‘Thus on the day of the first field visit cases 
of various clinical grades enumerated above were en- 
countered, but later most of the fresh cases were 
seen in their early stages. Since the incidence of 
the disease in the two sexes varied in certain out- 
breaks, the difference in the time of notification is 
probably a factor in determining the distribution of 
the severe cases in the two cases. Patients were 
divided into two main groups, A and B, the former 
receiving sulphaguanidine and the latter other treat- 
ments. On account of the various uncontrollable 
circumstances, particularly in the earliest part of 
the investigation, it was not possible to treat alter- 
nate cases with one or the other form of treatment. 
Each group was again sub-divided into three classes, 
viz. (a) with palliatives, (b) with palliatives and sub- 
cutaneous saline, and (c) with palliatives and intra- 


TABLE II—SHOWING ANALYSIS OF THE RESULTS OF Pronsaee OF 290 CASES oF CHOLERA ACCORDING ro CLINICAL 
RADES. 


Group A—SULPHAGUANIDINE Group B—OTHER TREATMENTS Granp Tota, 

Clintcal Alone or With With Mortaury With With With : Mor- 
treat- Total Mortalit 

des with pal- subcut. 1.V. Total Y  pallia subcut. Lv. Y Cases talit 
= liatives saline saline % tives saline saline treated % 
Mild 0/44 0/0 0/0 0/44 0-0 0/26 0/0 0/0 om 0/26 0-0 0/70 00 
Moderate 1/51 0/0 0/1 1/52 1-9 7/28 0/4 + 1/12 1/1 8/44 182 10/97 103 
Severe /2 0/3 1/10 1/38 2-6 42/48 O/1 17/35 1/1 59/84 70-2 61/123 49-6 
Total 1/120 o/3 2/1345 49/102 0/5 18/47 2/2 67/154 435 71/290 45:5 
% 0-83 0 48-0 0-0 38:3 100-0 _ 


N.B.—The figures in the numerator relate to the number of deaths in the group of cases represented by the denominator. 


venous saline. The palliatives in group A usually 
consisted of alkaline mixture and sodibicarb-glucose 
and in some cases intravenous glucose, rectal saline 
and hypodermic injection of atropine, adrenaline, 
pituitrin, etc. ; while in group B these were hydrag 
subchlor, alkaline mixture, intravenous glucose and 
hypodermic injection of atropine, adrenaline, pitui- 
trin, etc. 

The treatments other than sulphaguanidine were 
carried out by the local practitioners with whom 
the field party had to work in collaboration. 
Seventeen of the 120 cases in group A and 23 of the 
102 cases in group B received rectal saline treatment 
in addition to other palliatives. The local practi- 
tioners use it in the treatment of cholera cases as a 
routine or wherever possible. Since its value has 
been doubted by many it has been included in the 
list of palliatives. The results of treatment have 
been given in Table II, the analysis covering all 
cases involved in the outbreaks. 
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One hundred and thirty-four cases were treated 
with sulphaguanidine with only 2 deaths and 154 
cases by other methods with 67 deaths, the case 
fatality rate being 1°5 and 43°5 per cent respectively. 
The difference is obviously highly significant. Of 
the former group (Group A) 32°8 per cent were mild 
or early cases, 38°8 moderately severe and 284 
were severe cases, the corresponding proportions in 
the latter (Group B) being 16°9, 28°6 and 54'5 res- 
pectively. ‘Thus in group B the proportion of cases 
that ended as severe cases was almost double that 
of group A. The reason for this is that the progress 
of the case towards severity could be stopped more 
effectively by means of sulphaguanidine in the early 
cases than by other methods. 

No case of mild type in either group died. 
Among the moderately severe cases only one died 
in group A, the fatality rate being 1°9 per cent 
against 8 deaths or 18°2 per cent in group. B. Among 
severe cases only one died in group A; the 
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“fatality rate is 2°6 per cent against 59 deaths or 
7o'2 per cent in group B. Thus the advantage of 
sulphaguanidine treatment is obvious under rural 
conditions. 

In group A, 120 cases were treated with or with- 
gut palliatives, 3 cases with subcutaneous saline and 
n with I. V. saline in addition to sulphaguanidine. 
The corresponding figures in group B were 102, 5, 
and 47. Two cases died without any treatment. 
There was no death among the 8 cases treated with 

_palliatives and subcutaneous saline. Only one of 
the 120 cases treated with or without palliatives in 
the sulphaguanidine group died against 49 deaths 
among the 102 cases of group B receiving palliative 
treatment, the case fatality rate respectively being 
| 9°83 and 48 per cent. 
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Again of the 11 cases in group A treated with 
I. V. saline one died (fatality rate—o'r per cent) 
whereas of the 47 cases treated with I.V. saline and 
palliatives in group B 18 died (fatality rate 38°3 per 
cent). The chisquare value being 4'9—the differ- 
ence is significant. 


Dose OF SULPHAGUANIDINE 


The average weight of the adult population in 
the Singur Health Centre Area, which was found by 
Lal and Seal (1946) as 40 Kg. for females and 46 Kg. 
for males, was taken into consideration in standardis- 
ing the initial dose. For a typical cholera case the 
drug was administered in powder form in the follow- 
ing doses: Initial dose—3 grammes followed by 3 


_ TABLE ITI—SHOwWING THE DISTRIBUTION OF DOSES OF SULPHAGUANIDINE ACCORDING TO CLINICAL GRADES AND AGE 
Groups (EXCLUDING DEAD). 


| Clinical, TYPES MILD MODERATE SEVERE 

Mint Average 

. ni. Max. Average Mini Max. verage ni. Max. Average forall 

| Age Groups dosz dose dose No dose dose dose dose dose dose types 

(gms) (gms) (gms) (gms) (gms) (gms) (gms) (gms) (gms) 

| 5 years 6 2 4 28 4 4 8 6-0 3 6 8 73 48 

| 10 years 6 4 8 5-1 11 5 12 7-4 5 6 22 12-0 78 
15 years 6 4 8 5-1 7 ry 25 12-9 3 10 17 14-0 10-2 
2 years . 14 3 14 7-0 17 7 14 9-8 14 7 28 14-9 10-5 
45 years 10 5 13 9-1 10 s 14 ~ 11-4 9 4 22 13-9 11-4 
45 years + 2 3 8 5:5 2 9 20 14:5 3 10 14 11:3 10-6 
All ages 44 2 14 6-3 51 4 25 9-9 37 4 28 13-3 9-7 


N.B.—Min.=Minimum. Max.=Maximum. 


| or 2 grammes every 3 or 4 hours (more frequently 
in severe cases or if the drug is vomited out) till 
the number of stool was reduced to two or less per 
day and then one gramme every 6 hours for the next 
24 hours. A higher initial dose of 5 grammes fol- 
lowed by 3 grammes and so on was rarely used. 
In early or mild cases an initial dose of 2 grammes 
was often used. In persons below 12 years the dose 
was also reduced proportionately. The total mini- 
mum, maximum and average doses of the drug in 
grammes used irrespective of age, in the three clini- 
cal grades of cases excluding the dead were as 
follows :—mild cases—2, 14 and 6°3 grammes, mode- 
tately severe cases—4, 25 and 9°9 grammes ; severe 
cases 4, 28 and 13°3 grammes. ‘The average total doses 
for the survivors in different age groups irrespective 
of clinical grades were 4°8, 7°8, 10°2, 10°5, 11°4 and 
1o°6 grammes in the age groups—s5 years, 5 to 9 years, 
10 to 14 years, 15 to 24 years, 25 to 44 years and 
45 years and above, respectively and the per capita 
consumption rate was 9°7 grammes or roughly 10 
grammes of sulphaguanidine in addition to some sup- 
plementary treatment. The total dose, however, 
depended mainly on four factors, viz., (1) severity, 
(2) age, (3) day of illness in which the treatment was 
commenced and (4) other supplementary treatment 
such as, subcutaneous saline, intravenous glucose 


and saline, etc. The details have been given in 
Table II. The doses generally increased with seve- 
rity and age. In some late cases in which. the 
patients had been still rallying by themselves or due 
to other treatments the drug was effective in less 
than the total average dose. Also, with more vigor- 
ous supplementary treatment such as intravenous 
saline and glucose, etc., if indicated, the dose of 
sulphaguanidine could be reduced. 


SULPHAGUANIDINE AND DURATION OF TREATMENT 


By duration of ‘treatment is meant the period 
for which sulphaguanidine was administered or other 
treatments continued. It mainly depended upon the 
severity of the case and the day of illness in which 
the treatment was instituted. The frequency dis- 
tribution of cases according to the duration of treat- 
ment (in hours) in relation to the clinical grades 
and the time of commencement of treatment has 
been given in Table IV. 

It may be generally concluded from the results 


obtained that the effect of the drug is noted within 


24 hours in early cases, within 48 hours in mode- 
rately severe cases and within 72 hotirs in severe 
cases. Also it has been noted that if the drug is 
used in less than 3 grammes as the initial dose for 
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TABLE IV-—-SHOWING DISTRIBUTION OF CASES (EXCLUDING THE DEAD) ACCORDING TO THE DURATION oF 
WITH SULPHAGUANIDINE IN RELATION 10 CLINICAL GRADES AND TIME OF COMMENCEMENT OF TREATMENT, 
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Treatment com- MILD MODERATE SEVERE 
menced within - 
(in hrs.) 24 hrs. 48 hrs. 72 hrs. 24 hrs. 48hrs. 72hrs. 72hrs. 48hrs. 72hrs. 72 hrs, 

24 17 16 7 — 23 6 —_ 1 15 1 

48 1 1 1 1 11 6 1 4 4 4 

Total No.of cases 18 17 9 1 36 13 1 8 24 5 


an adult the duration is prolonged. Therefore the 
minimum initial dose recommended for a clinical 
case of cholera, aged above 12 years, is 3 grammes. 


DURATION OF ILLNESS IN RELATION TO THE METHOD 
OF ‘TREATMENT 


' The frequency distribution of the duration of 
illness in cases (excluding the dead) receiving sul- 
phaguanidine and/or other treatments in relation to 
the clinical grades and the time of commencement 
of treatment has been given in Table V. 

It will be seen that the duration of illness 
increased with the delay in the commencement of 


treatment, particularly in group A. Also, it was 
longer with treatments other than sulphaguanidine, 
For instance, the period of illness of the majority 
of mild cases in group A was 2 days and in group B, 
3 days. ‘The same for the moderately severe cases 


-was 3 days in group-A and 3 to 4 days in group B 


aud for the severe cases 4 days in the former and 
5 to 6 days in the latter group. ‘Thus the treatment 
with sulphaguanidine reduced the period of illness 
suffered by patients receiving other treatments by at 
least one day. 


To obtain a still clearer view of the picture the 
data were subjected to a series of ‘t’ test and the 


TABLE V—SHOWING FREQUENCY DISTRIBUTION OF CASES (EXCLUDING THE DEAD) ACCORDING TO THE DURATION OF 
ILLNESS AND TREATMENT WITH SULPHAGUANIDINE OR OTHER METHODS IN RELATION TO CLINICAL GRADES AND THE TIME 
OF COMMENCEMENT OF TRKATMENT. 


Group A—SULPHAGUANIDINE 


Group B—OTHER TREATMENTS TOTAL 
Clinical Pallia- Palliatives Sulpha- Other 
types With or without pallia- With With I.V. Palliatives __ tives and Fa ol treat- 
tives subcnt. saline subcnt. I.V. saline Gp.A ments 
saline saline Group B 
Treatment commenced within (hrs.) ' Treatment within 

1 5 5 _ 

2 29 5 29 5 

Mild 3 i 14 7 14 

4 1 1 5 2 5 

5 “ 2 1 2 

1 2 2 

2 9 1 2 on) 3 

3 16 8 1 5 1 2 4 1 24 13 

Moderate 4 ee 8 2 2 12 12 

5 1 1 1 2 1 1 3 + 

6 1 1 1 2 

7 2 oe 2 

1 

2 1 1 — 

3 7 2 2 9 2 

Severe 4 2 6 2 3 3 16 2 

5 1 2 1 1 1 7 1 5 9 

6 1 3 1 1 1 4 4 9 

2 1 2 2 2 

Total 79 2 ° 6 5 2 1 5 5 50 3 5 18 «Il 132 87 
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ggnificance of the difference between the average 
gme required for recovery due to the two main forms 
gftreatment was worked out taking into consideration 
the delay in the commencement of treatment, clinical 

es and the nature of the supplementary measures 
adopted. ‘The results of these tests have been given 
jn Table VI. 
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In all but two of the fourteen comparisons made 
in Table VI the values of ‘t’ are highly significant 
or significant in favour of sulphaguanidine. ‘This 
result therefore offers a further support to the finding 
that sulphaguanidine cuts short the period of illness 
in all clinical grades and at whatever stages the 
drug may be administered. The difference in the 


TABLE VI—SHOWENG THE RESULTS OF TEST OF SIGNIFICANCE OF THE DIFFERENCE BETWEEN THE AVERAGE Time REQUIRED 
yoR RECOVERY DUE TO THE TWO MAIN FORMS OF TREATMENT IN RELATION TO TIME OF COMMENCEMENI OF TREATMENT, 
‘, CLINICAL GRADES AND SUPPLEMENTARY METHODS. 


— 
Group A—Sulphaguanidine Group B—Other treatments Value of 
4 petalle of compared Details of sub-group compared Significance 
All cases vs All cases 5-1 Highly sig. 
2, All cases treated with palliatives vs All cases treated with palliatives 6-6 Do. 
3, Mild cases vs Mild cases 5-2 Do. 
4, Moderately severe cases vs Moderately severe ‘cases 3-5 Deo 
5. Moderately severe cases treated with vs Moderately severe cases, treated with pallia- 3-5 Sig. 
palliatives tives commencing within 24 hours 
6 vs Moderately severe cases treated with I.V. 0-7 Not sig. 
saline and palliatives 
_ 4. Moderately severe cases, treatment with vs —~ Do 2:3 Sig. 
palliatives commencing within 24 hours 
8. Do. vs Moderately severe cases, treatment with 1:0 Not sig. 
I.V. saline and palliatives starting within 
24 hours 
9, Severe cases vs Severe cases 4:2 Sig. 
10. Severe cases, treatiiient with palliatives vs Severe cases, treatment with palliatives 49 Highly sig. 
commencing within 24 hours commencing within 24 hours d 
1! De. ..- vs Severe cases treated with I.V. saline and 5-9 Do. 
palliatives 
12. - US Do.—starting within 24 hours 45 Do. 
13. Severe cases treated with palliatives vs pe — treated with palliatives and 2-7 Sig. 
-V. saline 
14. Severe cases treated with I.V. saline vs Severe cases treated with I.V. saline 9-4 Highly sig. 


results of treatment, with or without regard to the 
time of commencement, between all severe cases 
treated with sulphaguanidine+ palliatives and all 
severe cases treated with I. V. saline+palliatives is 
significantly in favour of sulphaguanidine, but when 
all the moderately severe cases treated with sulpha- 
guanidine and palliatives are compared with similar 


| cases treated with I. V. saline and palliatives no 
' significant difference in the duration of illness 


is noted. ‘The best result was, however, obtained 
when the severe cases were treated with both sulpha- 
guanidine and I. V. saline (x?=9'4) instead of either 
of them alone. . 
Sulphaguanidine and complications—No toxic 
symptoms referable to sulphaguanidine was noted 
and none of the 134 caess treated with this drug deve- 


loped uraemia, whereas of the 154 cases treated with | 


other methods including I. V. saline six developed 
tympanitis, six uraemia and one -hiccough. All but 
the last case ended fatally. Also the suppression of 
urine was relieved usually within 24 hours after 
the commencement of treatment with sulphaguani- 


~ dine whereas it took longer time with other treat- 


ments and in many of the cases which ended fatally 
in the later group the suppression was not relieved 
at all. 


Discussion 
‘The main purpose of this study was to assess the 


- value of sulphaguanidine in the treatment of cholera 
— 89 


cases under rural field conditions. All cases involved 
in the thirty small outbreaks reported here have been 
included in one or the other of the two main forms 
of treatment, viz., sulphaguanidine and ‘other treat- 
ments’ for the purpose of comparison, but these 
could not be selected strictly on ‘alternate case’ 
basis ; instead, every individual case was studied 
thoroughly as regards clinical grades, bacteriological 
confirmation, time of commencement of treatment, 
daily progress and recording of treatment on a spe- 
cial card and collection of the necessary epidemio- 
logical data. 


In assessing the value of the treatment with 
either methods various factors which may influence 
the progress of the cases have been taken into consi- 
deration, e.g., severity, age, time of commencement 
of treatment in relaton to onset and the nature of 
supplementary measures adopted, and the data statis- 
tically analysed. The results offer convincing evi- 
dence in support of the high value of sulphaguani- 
dine in the treatment of cholera cases of all stages 
and clinical grades in rural outbreaks. Compared to 
‘other treatments’ it cuts short the duration of ill- 
ness and if properly applied can reduce the death 
rate to an almost negligible figure below 2 per cent - 
(the same in the non-sulphaguanidine and the com- 
bined groups being 43'5 and 24°5 per cent respec- 
tively). More severe the case and more the delay 
in instituting the treatment the longer is the period 
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of illness. In very severe cases I. V. saline may 
be sometimes used as supplementary to sulphaguani- 
dine treatment with better advantage than sulphagua- 
nidine alone. ‘The highest value of ‘t’ (94) has been 
obtained in the comparison between severe cases 
treated with I. V. saline+sulphaguanidine and severe 
- eases treated with I. V. saline and palliatives. Such 
‘results tend to indicate that sulphaguanidine acts 
mostly locally and in the far advanced cases the 
damage already caused would require supplementa- 
tion with I. V. saline for quicker recovery. But this 
supplementation will be rarely needed once the 
medical party is in the field centre, because, except 
on the first day, the majority of cases will be avail- 
able for treatment in the early stages at which sul- 
phaguanidine is very effective. It can not only pre- 
vent the case from going into severe stage and thus 
effect a speedy cure, but can also completely abort 
the systems if it is administered immediately after 
the appearance of the first symptom. The drug is 
also useful in diarrhoeas and dysenteries and is al- 
most a specific for bacillary dysentery. 


The author therefore strongly advocates that 
until a better remedy is available this drug should 
be kept in every village or city home lying within 
the cholera epidemic area in the same way as quinine, 
mepacrine, etc., to be used in any gastric-intestinal 
trouble accompanied by purging and vomiting, in 
doses of 2 to 6 tablets (1 to 3 grammes) for an adult 
according to the severity of symptoms, before the 
medical advice is sought. The drug has quite a wide 
range of therapeutic dose and may be left with 
impunity in the hands of the lay public as there is 
little danger of any catastrophe to follow even from 
its accidental misuse. It is‘ considered that many 
of the rural outbreaks can be aborted by the adoption 
of this simple measure. 


SUMMARY 


Thirty small outbreaks of cholera involving 29 
villages in: the Singur Health Centre Area, Bengal, 
were investigated during the period between the mid- 
dle of August, 1944, and the middle of September, 
1945, with a view to ascertain the value of sulpha- 
guanidine in the treatment of cholera cases under 
rural field condition. 


There were altogether 290 cases affecting all age 
groups, females preponderating over males. The 
gross fatality rate was 24°5 per cent, both sexes con- 
tributing almost equally. One hundred and thirty- 
four cases (Group A) were treated wth sulphagua- 
nidine with only 2 deaths and 154 cases (Group B) 
with other methods with 67 deaths, the fatality rate 
being 1°5 and 43'5 per cent respectively. The differ- 
ence is obviously highly significant. The mortality 
rate in the moderate and severe cases were respec- 
tively 1°9 and 2°6 per cent in group A against 18°5 
and 70°2 per cent in group B. 
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The statistical analysis of the data in relation 
to the various factors which influence the results of 
treatment indicate a definite superiority of sulpha. 
guanidine over the ‘other treatments’. 


The doses used for a clinical cholera case were 
as follows :—- ‘ 

Initial dose—3 grammes followed by 3 or 3 
grammes every 3 or 4 hours (repeated immediately 
if vomited out) till the number of stool is reduced 
to 2 or less per day, then one gramme every 6 hours 
for the next 24 hours. The drug is better used in 
powder form. The total average dose varied with 
age, severity and time of commencing the treatment. 
The highest total dose in mild cases was 14 grammes, 
in moderately severe cases, 25 grammes and in 
severe cases 28 grammes, the gross average being 
about 10 grammes exclusive of supplementary 
measures. 


No complications or toxic symptoms developed 
in cases treated with sulphaguanidine. 


It is emphasised that the drug may be safely 
kept in stock in every village or city home within 
the cholera epidemic area in the same way as quinine, 
mepacrine, etc., for use in all gastro-intestinal 
trouble accompanied by purging and vomiting, at 
least as an emergency or first aid measure. 
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COMFORT IN OUR TRAINS. 
(KATATHERMOMETER READINGS) 


D. V. S. REDDY, M.B.B.s., 
Vizagapatam 


Comfort in the trains is one of those problems 
in India to which adequate attention has not been 
devoted. As one writer put it, “heat and dust are 
the two main drawbacks to railway travel in India’’. 
Few people realise that as early as the 17th century 
the Moghul Emperors, their household and the nobles 
of the court travelled over large distances even in 
summer, without much discomfort. 

All persons in any environment seldom agree 
upon the most desirable temperature for comfort. 
Individual variations, clothing, age, health and other 
considerations, account for some of these differences 
in their point of view. But it is possible to establish 
a reasonable and generally acceptable measure of com- 
fort as a result of numerous observations on different 
individuals, in varying environmental conditions. In 
Great Britain and most European countries, certain 
standards of comfort suitable for different atmospheric 
conditions have been accepted as minimum require- 
ments, to be insisted on, by the proper authorities. 
Air temperature Dry Katacooling power required 


60°-—70°F (a) For sedentary work . §—6 
(b) For moderate physical work 7—8 
70°—75°F (a) For sedentary work » & 
(b) For moderate physical work S8—10 


As far as India is concerned the most important 
regulation relating to comfort standards as deter- 
mined by Kata-Readings appears in the Factories 
Act. I have reviewed elsewhere, the pioneer investi- 
gations, carried out in India to ascertain the cooling 
power of the environment in different localities in 
summer and in winter. My own observations at 
Vizagapatam led me to conclude as follows :— 

The standards for comfort in the temperate 
climates need not be enforced in India for Indians. 
A cooling power of 5 in winter and 4 in summer is 
quite comfortable and not very difficult of attain- 


TABLE I—SHOWING ANALYSIS OF THE DATA DURING THE TRAVEL FROM WALTAIR TO MADRAS ON 30-4-1935 


ment, except on a few summer days in the year. 
But when the outdoor temperatures are moderately 
high 30° to 32°C (86° to 89°6°F) even a dry kata- 
cooling power of 3 appears to be tolerable, if not 
quite comfortable, to the lightly clothed Indian 
doing sedentary work. 

Professor Drinker of Harvard prepared for use 
on American trains what he calls ‘‘Comfort Charts’’. 
The railway carriages in America aré now able to 
maintain the indoor temperature of 76°F by day 
and 71°F by night during summer months. During 
the last 3 years or more some announcements have 
been appearing in the lay press, now and then, fore- 
shadowing the introduction of airconditioning in the 
upper classes of some select Indian railway lines. 
One also ‘reads of luxurious saloons fitted with the 
least methods of air conditioning. But these com- 
forts are for the select and fortunate few and not for 
the ordinary man in the street. Even the middle 
classes forming the bulk of our travelling public do 
not fare better than the labourer and agriculturist. 
Scientific measurement of the comfort on the trains 
should have been attempted years ago. But such 
studies have been scarce. During the last 18 
(eighteen) years I have been hearing through news- 
papers or reliable sources, news of the death of some 
people actually in the train or soon after getting on 
to the station platform as a result of heat stroke in 
the months of May or June on the M. S. M. route 
between Madras and Waltair. Therefore, when I 
had to travel over the same route in the beginning 
of summer (1938), I took a series of readings with 
katathermometer at different stations during the 
journey to and fro. 


The dry kata-readings were taken in a four-berth 
second class compartment in which there were never 
more than 4 persons at the same time. All the 
windows were kept fully open and the fans were 
switched on. The kata was usually held at the level 
of the lower berth. ‘The persons whose sensations 
were recorded were in the usual South Indian dress 
—dhoti, loose shirt. 

The salient data so gathered is arranged in the 
following tables :— 


Air temp. 
in Centigrade 


Station or Locality Time of day 


Vizag vee one 2-30 P.M. 36 
Moving train after leaving 4 P.M. 35 
Narasipatam Road 
Pithapuram station ji 5 P.M. 36 
Nearing Rajahmundry ... 6 P.M. 34 
Just after leaving Nidatha- 8 P.M. 315 
vole 
10 P.M. 31 
After leaving Nellore 4-30 A.M. 29°5 


(1-5-1935) 


After 12 mins., the column 


The train reached Madras Central Station at about 8 P.M. In a bunglow in Madras the air temperature 
« at 9 a.M. was 34°C. The dry kata reading was 1:2 and the bodily sensation slightly sultry. 


Dry kata readings Bodily sensations 


Warm but tolerable. 
of spirit was still above 
the lowest mark. 

1-9 Slightly warm but tolerable. 


Thread does not come Warm and uncomfortable. 
down fully. 
Tolerable but not comfortable. 
3-4 Comfortable. . 
48 Comfortable, somewhat pleasant. 
5 Cool and pleasant. 
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TABLE II—SHOWING ANALYSIS OF THE DATA DURING THE TRAVEL FROM MADRAS TO BANGALORE ON 1-5-1935 


Air temp. 
Place Time of day __in Centigrade 
Bangalore Mail ten minutes 9 P.M. 30 
after leaving Madras 
After leavng Bowringpet to 5 AM. 24 


Bangalore )2-5-1935) 


Dry kata readings Bodily sensations 
7:2 to 10 


9:4 to 12:3 


Comfortable, even pleasant. 
Very cool and exhilarating. 


TABLE IJI—SHOWING ANALYSIS OF THE DATA DURING THE TRAVEL FROM 
MADRAS TO WALTAIR BY GRAND TRUNK EXPRESS TILL NELLORE ON 7-5-1935 


Air temp. 
Locality Time of day _— in Centigrade Dry kata readings Bodily sensations 

Central Station, Madras ... 9 A.M. 32 2:1 Not comfortable but tolerable. 

Nearing apcaate de 9-15 A.M 33-5 1-4 Warm but not intolerable. 

Ennore ... © va 9-30 A.M. 33 2-1 Warm but tolerable. 

Sulurpet ra ee 10-15 A.M. 37 less than 1 Warm and slightly uncomfort- 
able in spite of fan going on 
full speed. 

Naidupet 1-0 AM. 39:2 Warm. breeze. Skin hot with 

The column owe up from slightly burning sensation; not 
95 to 100” F. in 7 mins. very sultry. 
20 seconds. 

Nearing Nellore ... 12 NOON 39-2 —1:9 Warm breeze. Body warm. No 
sweat. Just becoming un- 
comfortable even resting, more 

so on any exertion. 

Bezwada 6 A.M. 5 Pleasant. 

Rajahmundry 9-15 A.M. 34 1-5 gee but not uncom- 
ortable. 

After leaving Samalkot ... 10-30 A.M. 37 Less than 1 sg gua ‘ Slightly uncom- 
ortable. 

Tuni 11-30 A.M. 38 No fall in the thread of Definitely uncomfortable. Warm 

kata winds blowing. Slight perspi- 
ration. 

Anakapalli 12-30 P.M. 38 No fall in kata Warm winds blowing around. 
Skin warm with slight perspi- 
ration. Discomfort noticed. 

Reached Waltair ... 1-15 P.M. a ras warm and uncomfort- 
able. 

COMMENT Bezwada, from the point of view of comfort is cer- 


1. These data on the air temperature and dry 
kata-cooling power in the railway carriages of the 
upper classes serve to indicate the inconvenience and 
oppressive discomfort during summer between Madras 
and Waltair. 


2. The Bangalore Mail seems to have the most 
ideal conditions due to a combination of both time 
and locality. The temperature in the carriages 
ranges between 30° and 24° centigrade and the cool- 
ing power also is high, between 7 and 12. 


3. The Madras-Calcutta Mail also enjoys some 
comfort between Madras and Rajahmundry. As day 
advances, between Samalkot and Waltair the passen- 
gers experience a good deal of discomfort on account 
of the rising temperature and stillness of air or warm 
blasts from dry lands. The temperature ranges 
between 37° and 38°C or more and the cooling power 
is less than one or it is a negative figure (the column 
becomes heated up instead of coming down as in 
comfortable conditions). 

4. The worst train between Madras and 


tainly the Grand Trunk Express. Starting in 
Madras at 9 A.M. it reaches Bezwada at a little after 
4 P.M. the passengers being compelled to spend 
many hours suffering varying degrees of discomfort, 
scorched by heat and warm blasts, as from a furnace, 
also suffering from headache and _ heat-prostration, 
even if they narrowly escape heatstroke in the still 
air of shadeless stations. 

5. It is impracticable to think of~ equipping 
every compartment and every class with the modern 
airconditioning. At the most, a few trains (at least 
Mail) and the uppermost classes may be cooled by 
modern methods or till such facilities are available, 
by the older methods of wet thaties of ‘kuskus’ and 
by iceblocks in the compartment. But the ordinary 
middle classes travelling third, inter or occasionally 
second, may spare a good deal of discomfort and 
some dangers by arranging the time tables of the 
local trains or even Madras-Waltair passengers, with 
some forethought, bearing in mind the hours of the 
day most suitable or unsuitable, from the point of 
view of comfort. 
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CASE NOTE 
DERMATITIS WITH MULTIPLE DEFICIENCY 


H. B. PATIL, M.3.8.s., D.B., D.T.M.& H., W.M.S., 


Professor of Pathology, 
Lady Hardinge Medical College, 


AND 
S. RAM, m.a. (Cantab.), F.R.I.C., 
New Delhi. 


In view of the frequency, variety and occasional 
obscurity of the causes of dermatitis in India, a case 
of peculiar interest is recorded below. The case was 
under observation for a period of from November, 
1944 to September, 1947. 


She was a female patient, aged 37 years, un- 
matried, of sedentary habits. She was 5 feet 2 inches 
in height and weighed 124% pounds. Her diges- 
tion, heart, lungs and thyroid were normal. She 
was a non-vegetarian but took very little milk, green 
vegetables and fruits till 17-6-45 and her diet con- 
tained meat twice, one egg, pudding, rice and whole- 
meal bread each once a day. 


Past History 


Frequent bleeding of gums from childhood on- 
wards, no pains in joints, muscular cramps 4 times 
in 1941-42; teeth yellow due to defective enamel 
since 1925 ; skin not fresh and glowing with health 
from 1936 to October, 1945. 


PROGRESS OF THE CASE 


November ’44—-On the back of hands and on insteps 
there was dermatitis, powdery rather than scaly, 
itchy when touched and with pigmentation of 
the skin. 


December ’44—Three 1 gm. doses of sulphathiazole 
taken 4-hourly. Urticaria developed after the 
second dose. Six 10 c.c. injections of calcium 
gluconate were given daily. Urticaria improved 
from the second day. Nicotinic acid was also 
given. No impression was made on the original 
dermatitis. 


January to April ’45—50 mgms. of vitamin C taken 
daily for six days produced no effect. The 
patches were kept out of the sun which used to 
irritate them; lead and calamine lotions each 
for 2-3 days were applied locally—no effect. 
Started on a vegetarian diet with % seer of milk 
daily this too had no effect. 


May 15, 1945—Dermatitis as recorded has spread up 
a little on the back of the wrists and ankles. 
Serum calcium was determined and it was 
5 mgm. (below normal which is between 9 and 
Ir mgm.). Haemoglobin was 70% (Sahli). 


May 23 to June 6—Six tablets of Calcima (each tablet 
contains o°8 gm. of calcium phospholactoglu- 
conate and 200 I. U. vitamin D) per day—75 
in all. 


June 6—Serum calcium was 7 07 mgm. 
June 8 to June 14—Six tablets of calcima per day. 


June 14 to June 29—Six tablets of Ostocalcium per 
day—o6 in all and 4 times only, on alternate 
days, 2 c.c. of calcium gluconate injections 
(brand of calcium changed for want of avail- 
ability). ‘The dermatitis remained unchanged. 


June 17—Basic ascorburia o 56 mgm. (uormal about 
I mgm.). 


June 17 to July 3—300 mgm. of vitamin C daily 
by the oral route. . 


July 1—Skin healed, no itchiness but some pigmen- 
tation was still left and gums still bleeding occas- 
sionally. Basic ascorburia 4°98 mgm. B.M.R. 
reading—2‘8. 


July 3—Serum calcium 6 89 mgm. 


July 3 to July 19—9 tablets of Ostocalcium a day— 
144 in all. No extra vitamin C from July 3 but 
the patient took irregularly % seer of milk and 
enough of the foods required to supply 50 mgm. 
of vitamin C and some vitamin P 20 mgm. 
organic iron and 1 gm. of assimilable calcium. 


July 18—-Serum calcium 9 75 mgm. 


July 20 to July 26—3 tablets of Ostocalcium per day 
—18 in all. 


July 22—Pigmentation of the skin is halved and 
there is no itchiness but gums still are bleeding 
occassionally. 


July 22 to October 7—Diet was slightly altered and 
was less satisfactory than what it was in the early 
days of July. 


- October 7—No itchiness or pigmentation; skin 


healthy in appearance. Gums still bleeding 
occassionally. Basic ascorburia o'8 mgm. ; 
B.M.R. reading 4 ; Hb 80% (Sahli). 


October 8—Serum calcium 10 1 mgm, 


Since then the patient tried to follow the diet 
suggested above and has had better food than before. 
The dermatitis has not relapsed till July 1947. 
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MEDICAL PROBLEMS IN WEST BENGAL 


Although the Congress Government is in office 
barely three months it has made its presence felt 
by declarations of various constructive programmes 
in the different Provinces. Since Bengal was parti- 
tioned, the new Government of West Bengal had to 
face many difficult problems including those of food 
and communal strife and one fully appreciated the 
honest efforts made by the Cabinet in handling these 
problems effectively. But there are some apprehen- 
sions which are agitating the minds of the medical 
profession of Bengal regarding certain impending 
measures which the Government is contemplating. 
The Congress Government of West Bengal has made 
repeated declarations that it is soon going to take 
up the problem of medical relief and provision of 
free treatment in the near future. But the Govern- 
ment has not yet disclosed its schemes and neither 
taken the medical profession in Bengal into con- 
fidence in formulating such schemes. In the absence 
of any such concrete scheme before the public, except 
certain scrappy references made in public speeches 
by important Ministers from time to time in this 
respect, one is apt ot misconstrue the intentions of 
the Government, and considerable misgivings and 
misapprehensions are not unlikely to arise in public 
mind due to the absence of fuller details. It is 
learnt that the Government has already discarded 
or is about to discard the recommendations of the 
Bhore Committee. Before doing all this, the Govern- 
ment would have been well advised to seek the co- 
operation of the medical profession of Bengal through 
the Indian Medical Association, the largest organi- 
sation of medical men in India instead of depending 
on the advice of a small group of individuals. 

In this connection it will not be out of. place 
to refer to certain features regarding the allocation 
of portfolios adopted by the West Bengal Cabinet. 
There have been obvious deviations from the course 
chosen by the Government of India. For instance, 
in the Centre the portfolio of Health is under a 
separate Ministry of Health concerned entirely with 
health problems although the responsibility of the 
direct health of the population now rests with the 
Provinces themselves. Not only is the present 
Ministry of Health deprived of its previous appen- 
dages of Land, Education and Agriculture, etc., but 
it has also a Secretary who is a medical man and 
works as Director-General of the Health Services. 
But unfortunately in West Bengal where the problem 
of health and medical service is probably the most 
serious in view of the heavy incidence of Malaria, 
Tuberculosis and similar other scourges, the 
Minister in charge of Health has been saddled with 
the portfolios of Finance and Local Self Government 
and the Secretary, who is a non-medical man, has 
got the Department of Education in addition to his 


- other duties. The Hon’ble Minister concerned and 


his Secretary are personally very capable men but it 
is not possible for them to spare adequate time to 
devote for all the multifarious departments under 
their charge, with the result that no quick decision 
can be arrived at in respect of even urgent problems 
demanding such decision. The difference of admi- 
nistration in the Centre and that in this Province is 
at once felt. While at the Centre decisions are taken 
without undue delay and complaints and correspon- 


‘dences are attended to forthwith the same can- 


not be said about this Province. We are informed 
that the Secretary of the Indian Medical Association 
of the Bengal Provincial Branch offertd to send 
representatives to meet the Hon’ble Minister to 
discuss certain constructive suggestions about a 
month ago but the offer has not yet met with any 
response from the Government. 

There are rumours afloat that schemes are being 
formulated to force the doctors to serve in the 
villages. But has one tried- to understand why 
qualified medical men are so rare in the villages? 
lf the greater number of medical profession conglo- 
merates around the towns it is because they want to 
earn their livelihood and give education to their 
children and also to enjoy other amenities of civilised 
life which are not available in the villages. It is 
not known whether the Government also contem- 
plate to force the engineers, lawyers and other pro- 
fessional men to the villages or to regulate their 
fees by legislation or ordinance. Doctors have never 
denied voluntary services anywhere in the country 
whenever required. Even in towns, many non- 
official medical institutions are being run mainly 
with the voluntary assistance rendered by eminent 
medical men and even in the Lake Medical Hospital, 
Sambhu Nath Pundit Hospital, Medical College 
Hospitals, etc. administered by the Government, 
there exist sufficient number of honorary medical 
staff who have now been forced to put in 5 hours 
work every day as in the case of other paid staff of 
these hospitals. Many Medical Relief Organisations 
such as R.W.A.C., I.N.A.C., etc. are run by volun- 
tary doctors. It is perhaps not unknown to any one 
how the public receive gratuitous help and medical 
advice from the practising doctors in this City almost 
in their every day activity. It is therefore of utmost 
importance that to remove the misgivings and mis- 
apprehensions of which there are undercurrent 
evidences, the Government should take into confi- 
dence the medical profession and their official organi- 
sation, the I. M. A., who will be only too glad to 
extend their hand of co-operation in successfully 
handling these difficult problems of the province. 
The Government, we are sure, will not follow the old 
bureaucratic methods to which the struggle for 
Independence has given a decent burial. The other 
Provinces including the Centre have already grasped 
firmly the I.M.A.’s hand of co-operation, which they 
consult in every matter affecting health and the 
Government of West Bengal will do well to follow 
their example as otherwise all their highsounding 
schemes and declarations regarding medical relief in 
the province are bound to produce the proverbial 
mouse of the mountain in labour. 
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CURRENT TOPICS 


RECENT CANADIAN RESEARCH ON INSULIN 
Prof. CHARLES Brst’s Bantinc MEMoriAL L&CTURE 


The first Banting Memorial Lecture, under the 
auspices of the Diabetic Association, was given at 
King’s College Hospital Medical School on July 18 
by Banting’s collaborator, Prof. Charles Best, F.R.S., 
professor of physiology in Toronto. The company 
present, who packed the lecture theatre to capacity, 
included Lady Banting, now Dr. Henrietta Banting, 
who has lately completed her internship in Toronto, 
and is doing post-graduate work in London. 


Dr. R. D. Lawrence, who presided, mentioned 
that last year the twenty-five anniversary of the 
discovery of insulin by Banting and Best was cele- 
brated all over the world. ‘The Diabetic Association 
in London was founded in 1931 and now had ai mem- 
bership of 11,000. When the tragic death of Sir 
Frederick Banting took place in 1941 it was pro- 
posed to establish a convalescent home in his 
memory, but war and post-war conditions made such 
a project impossible for the time being and mean- 
while the Banting memorial lectureship had been 
instituted. 


Stupy OF CARBOHYDRATE METABOLISM 


- Prof. Best said that he would not attempt again 
to pay tribute to Banting nor to say what Banting 
had meant to him and to medical research generally. 
The study of insulin and carbohydrate metabolism 
had recently been intensified by certain practical 
considerations, among others the realization that the 
use of insulin was constantly increasing. He sug- 
gested that it was the responsibility of health depart- 
ments of Governments to enforce general collection 
of pancreatic glands, to decide whether the pancreas 
should be used for insulin production, for amino- 
acid digests, or for the tanning of leather, to inves- 
tigate sources of insulin hitherto not considered 
feasible, and to promote the study of insulin 
chemistry. It was not his intention to discuss these 
practical considerations further, nor could he in 
three-quarters of an hour give a well-rounded account 
of recent advances in all aspects of carbohydrate 
metabolism. It had been suggested to him that he 
should take the various work preceeding in his own 
laboratory at Toronto as an illustration of current 
trends, and he would therefore discuss briefly the 
Main lines of research which he and his colleagues 
Were pursuing. 

It would perhaps be remembered that before 
the war R. E. Haist and he carried out some work 


on the various influences which might affect the. 


Insulin content of the pancreas, as, for example, the 
Profound decrease in insulin content produced by 
fasting. It was shown that the administration of 
sulin lowered the insulin content of the pancreas. 


Further clinical research along this line had been al- . 


most completely inhibited by one obstacle, namely, 
the inability to give insulin to the non-diabetic child 
of diabetic parents without the danger of producing 
psychological. trauma. He was not talking about 
routine treatment but clinical research. A _ great 
advance would be made it such clinical study could 
be made possible. Some clinicians might perhaps 
take up the subject with a sufficient number of con- 
trols to determine whether there was any applica- 
tion of the experimental work in the clinical field. 
He did not think there was any contraindication to 
such studies beyond the great trouble involved and 
the risk of psychological trauma in the non-diabetic 
subject. The study would have been carried out 
long ago had it been possible to give insulin by the 
mouth. 


Istet CELL INVESTIGATION 


Dr. R. E. Haist and his group had now deve- 
loped a new technique for total islet cell investiga- 
tions. Under the ordinary microscope the results 
might appear to be without flaw, but when the phase 
microscope was used it was revealed that in some 
cases corrections had to be made. A special tech- 
nique had now been worked out for the exploration 
not only of the known variables affecting insulin 
which were studied years ago, but many new ones. 
The increase in islet volume with age in growing 
animals had been noted, but the islet volume per 
weight had been found to decrease with age. Much 
work had still to be done on the islet volume of the 


pancreas. 

Dr. Collins-Williams and Dr. Wrenshal had 
evolved a useful method for estimating insulin in 
amounts too small to be assayed by ordinary pro- 
cedures. Actually it required much less insulin to 
lower the blood sugar of a mouse than it did to 
produce convulsions. Amounts of two-hundredths 
of a unit of insulin could be assayed very accurately. 
This enabled a determination to be made of the 
amount of insulin in the pancreas of a small rat, 
representing perhaps 100 mg. of tissue. 


It was decided to study very accurately the’ 


total insulin content of each pancreas of diabetic rats. 


‘In many animals the matter bécame complicated 


by the fact that, when they became diabetic with 
the high blood sugar, not all remained diabetic after 
alloxan, and the return to a non-diabetic state was 
not uniform ; some animals got better quickly, others 
gradually, so that the study was much more diffi- 
cult than had been expected. It was not possible 
to rely on the animals being constantly diabetic 
although initially hyperglycaemic, and each animal 
had to be evaluated individually Williams and 
Wrenshal on his staff were studying the return of 
the insulin content of the pancreas in diabetic rats 
under various conditions. It was hoped that this 
new microtechnique for insulin assay would make it 
easier to determine the activity of beta cells in islet 
tumours. Some tumours had very active beta cells 
which grew well in vitro, but others were dis- 
appointing. In some work done in Montreal by 
Sergera it had been possible to produce remnants 
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of pancreas containing islets with almost exclusively 
alpha cells present and others with almost exclu- 
sively beta cells. By ligation of the pancreatic ducts 
in the tail of the pancreas in small dogs a preparation 
was obtained made up almost entirely of alpha cells, 
while in the body of the pancreas a preparation was 
forthcoming consisting almost entirely of beta cells. 
Competent histologists in this line had verified these 
results. A preparation could be obtained which was 
predominantly of either alpha or beta cells, and his 
colleagues were now engaged in assaying with the 
new technique the pancreatic remnants for insulin. 
No results had so far been obtained. Prof. Best 
suggested humorously that it would be in accordance 
with transatlantic tradition if at that moment a cable 
were handed to him announcing important results. 
It would certainly be amazing if the preparation 
containing almost entirely alpha cells turned out to 
have the higher insulin content. He was prepared 
for such a happening, though he had not seen any 
good evidence as yet that oe cells performed —~ 
separate function. 


TRANSPLANTATION OF TissuE CULTURE 


It was well known that there had been numerous 
attempts to transplant tissue cultures of islet cells, 
but these had been unsuccessful. Although, on 
locking through the literature, nothing of this 
appeared to be recorded, on asking various workers 
it was evident that many unreported attempts had 
been made. In Leyden, Holland, which he had 
recently visited, an interesting experiment in 
tissue culture was recounted to him by Prof. 
Gaillard. Active islet cell tumours were taken and 
cultured in tissues with gradually increasing con- 
centration of \the serum of the potential receipent. 
A god deal of work had been done in Leyden in this 
manner, and two successful cases were recorded in 
diabetic patients who had previously been taking 
80 to 90 units of insulin a day and had been able 
to get along without insulin now for two years. 
Separate research, however, was needed in respect of 
each case: It was not possible by routine proce- 
dures to obtain a good growth of islet cell tumour. 


The microtechnique of insulin assay was being 
used by Wrenshai and Williams to determine the 
insulin con-eat of the pancreas of human diabetics 
which was in some instances too small to be assayed 
by crdinary procedures. ‘Too much emphasis had 
been laid on the fact that the pancreas of the dia- 
betic did contain insulin: it would be better to 
emphasize that it contained far less insulin than the 
normal. It was difficult to get the material under 
standard conditions, but it was hoped that the data 
which were being accumulated might eventually 
show the range of insulin content of the pancreas of 
well-established diabetics. 


A reliable procedure for determining the very 
small amounts of insulin which were thought to be 
present in blood would be of great value. 
There were indirect procedures for making such 
estimations. One method had been to give a 
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constant intravenous injection of insulin to depan- 
creatized dogs. The same individual animal on re- 
peated tests gave very constant results, though there 
was considerable variation between different animals, 
Work on the completely depancreatized patient 
needed very careful scrutiny because the digestion 
had been altered; the digestion of food was not the 
same after removal of the pancreas. What one would 
like to see was a comparison between the normal 
person and the depancreatized patient who neverthe- 
less was absorbing the same amount as the normal, 
was of the same weight, and so forth. 


It was well-known that other glands interfered 
greatly with the action of insulin, and if some of these 
glands were taken out the animal was much more sen- 
sitive to the substance. After removal of the adrenals 
the sensitivity was increased by about five times. It 
would be an interesting piece of research to take out 
the pituitary and both adrenals and at the same time 
make the animal diabetic, but that was a great test 
of technique. He thought they were nearly at the 
point at which they could pick up the insulin con- 
tent of the blood. In these and other investigations 
much more could be done if finer methods of esti- 
mation were-available, and it would be possible then 
to use the terms hyper- and hypo-insulinaemia with 
considerable confidence. 


ErFrect ON ENZYMES 


Prof. Best went on to say that it was not his 
intention to deal with the present state of know- 
ledge of the multiple effects of insulin. A good case 
could be made for a fall in blood phosphates, in 
blood potassium and in ketone bodies in the blood. 
Work had been done on hexokinase by the Coris 
showing that the inhibition exerted by the pituitary 


and the adrenals was always relieved by the addition - 


of insulin. Another enzyme system recently shown 
by Cori to be affected by irfsulin was phosphorylase. 
It was interesting that the factor which caused the 
initial hyperglycaemia caused breakdown of liver 
glycogen. The hypoglycaemic factor of insulin 
could be completely destroyed by mild alkalis, but 
the part that remained after the anti-diabetic 
factor of insulin was destroyed caused a rapid 
short-lived hyperglycaemia in certain animals and 
also a break-down of glycogen, that is, the reverse 
of the effect of active insulin, 


He had little to say on the use of isotopes in 
carbohydrate metabolism. They had been limited by 
the scarcity of isotopes, but they had plenty of radio- 
active phosphorus. With the help of a new mass 
spectrograph in his department they were hoping 
= study certain problems of carbohydrate break- 

own. 


Finally he turned to a more general subject and 
gave a brief review of the work of De Witt Stetten 
and his colleagues. It illustrated better than most 
other findings the importance of labelled sens 

nder 
normal conditions there was a fairly constant com- 
position of tissue, but this was not due to the 
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lethargy of the molecules in the tissue, it was due 
to the fact that there was a steady interplay, an 
active interchange in and out. By using certain pro- 
cedures Stetten and his colleagues calculated the 
amount of glycogen synthesized each day under cer- 
tain conditions in rats. The amount was about 0°44 
g. each day, the rat eating about 15 g. of carbo- 
hydrates, or about thirty times as much as would 
be required for the synthesis of this quantity of 
glycogen. The suggestion was made that lipogenesis 
was inhibited in the diabetic, as a result of which 
an appreciable amount of glucosuria might be ex- 
pected unless the defect were compensated by other 
mechanism. ‘The total fat swnthesized in the diabe- 
tic rat was only about one-twentieth of that in the 
normal animal. The amount of glucose which 
appeared in the urine of the rat corresponded fairly 


_ closely with the amount the animal failed to utilize 


for fat synthesis. In this way it was possible to 


- study the urinary glucose of the animal and to frac- 


tionate it and determine at any one time how much 
of the glucose came from the carbohydrate of the 
diet and how much from gluconeogenesis. 


All these new studies supported the view that 


_ glucose was not formed from fatty acids under any 


conditions with which we were familiar. Some of 
the conclusions at which Stetten had arrived and 
which had been confirmed by others bore out the 
older findings and at the same time opened up a 
number of new problems. It was obvious that clini- 
cians and physiologists must work very hard to keep 
abreast of the rapid advances of knowledge of carbo- 
hydrate metabolism which the modern techniques 
were making possible.—Brit. M. J., 2: 183 ; 1947. 
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ROVAL COLLEGE OF SURGEONS | 
OF ENGLAND 


The Council invites applications for the Sir 
William H. Collins Professorship of Human and 
Comparative Pathology. 


The salary will be not less than £2,000 per 


- annum, with membership of the Federated Super- 


annuation System for Universities. 

The election is an open one, but the Council 
reserves the right to invite individual applications. 

Particulars and terms of appointment may be 
obtained from the Secretary, Lincoln’s Inn Fields, 
London. Applications with the names of two refer- 
ences must reach the College not later than 31st 
December, 1947. 


ALL-INDIA DENTAL CONFERENCE, 1048. 


The next All-India Dental Conference will be 
held in Bombay during February, 1948. The exact 
date will be fixed at the next Central Council 
Meeting. There will be an exhibition of dental 
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equipment, apparatus and goods during the Confer- 
ence. All exhibitors are requested to get in touch 
with the Joint Secretary in order to reserve space for 
their stalls. Members of the Association are request- 
ed to send in their scientific papers by the 15th 
December, 1947, so that the Scientific Committee 
may scrutinize and announce the title of the papers. 
Particulars may be had from R. L. Narelvala, Joint- 
Secretary and Convener, Sambava Chambers, Sir 
Pherozshah Mehta Road, Bombay 1. 


GUJARAT AND KATHIAWAR PROVINCIAL 
MEDICAL CONFERENCE 


The 2nd Provincial Conference under the 
auspices of Gujarat and Kathiawar Provincial Branch 
of Indian Medical Association will be held at Rajkot 
(Kathiawar) during the third week of March, 1948. 
An influential Reception Committee has been formed 
under the able Chairmanship of Col. Kulwant Rai, 
I.M.S. This is the first medical conference to be 
held in Kathiawar and the Organising Secretary 
earnestly requests all medical men of Gujarat-Cutch, 
and Kathiawar and also those medical men of the 
Province who reside outside the province to join the 
Reception Committee and thus lend their hearty 
support and co-operation to make the event a great 
success. 


Particulars may be had of The Organising 
etary, 2nd Provincial Medical Conference, Rajkot 
(Kathiawar). 


EXPANSION OF HEALTH SERVICES IN 
KASHMIR 


The recent expansion of the Health Services of 
Kashmir provides medical facilities for even the most 
remote areas. The eighty-eight new rural dispen- 
saries opened in 1947 provide beds for indoor patients, — 
as well as other medical services. For every ten 
rural dispensaries there is a central dispensary with 
a large number of beds, equipped for surgical and 
medical treatment. These rural dispensaries also 
function as rural health centres and attend to sani- 
tation, water supply, vaccination, maternity and 
child-welfare, nutrition, school health, and the pre- 
vention of epidemics. 


Three well-equipped and up-to-date hospitals 
were recently constructed at Srinagar, Jammu, and 
Mirpur, provided with modern equipment and spe- 
cialists who have been trained outside India. ‘These 
institutions serve also as training centres: those at 
Jammu and Srinagar have 500 beds. The opening 
of a’ Medical College in the States is contemplated. 


Great progress has been made in preventive 
medicine. Vaccination is compulsory, and the inci- 
dence of death from smallpox and cholera is negli- 
gible. No cases of plague have occurred since 1938, 
and an Infectious Diseases Hospital will shortly be 
opened at Srinagar. i 
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At Tangamarg, one of the most beautiful health- 
resorts, a well-equipped sanatorium accommodates 
100 patients, and in order to segregate patients more 
completely the Tuberculosis Hospital at Srinagar is 
being expanded to accommodate roo patients also. 
Expansion of the T. B. Hospital at Jammu is being 
undertaken.—Prescriber, 41: 121, 10947. 


WEST BENGAL’S HEALTH SERVICES 


‘An ambitious plan completely to reorganize and 
nationalize West Bengal’s health services, was 
announced by Dr. A. C. Chatterji, Director of Health 
Services, at a recent Press Conference in Writers 
Building, Calcutta. 


All health services will be provincialized and 
run by the Government ; medical colleges and schools 
will be taken over by the Government from private 
managements: a nursing college and several nursing 
schools will be established: centres for the training 
of medical personnel such as male nurses, health 
assistants, vaccinators and sanitary inspectors will 
be set up; better facilities for post-graduate studies 
will be provided ; refresher courses for general prac- 
titioners and men in service will be arranged ; and 
a college of dentistry and another of pharmacy are 
to be opened. 

The programme deals comprehensively with 
malaria, physical fitness, maternity and child wel- 
fare, nutrition, tuberculosis and industrial hygiene, 
communicable diseases, social hygiene and health 
education. 

New legislation recommended by Dr. Chatterji 
includes anti-malaria measures ; compulsory vaccina- 
tion ; compulsory registration of brothels ; control of 
undesirable advertisements ; village and town plan- 
ning ; compulsory registration of birth, marriage, 
divorce, and death ; compulsory provision of creches 
in. mills, factories, etc. ; compulsory provision of 
maternity and child welfare centres ; prohibition of 
indiscriminate spitting, prohibition of exposure of 
meat, cut fruits and prepared food ; bustee improve- 
ment ; licensing and control of laboratories, nursing 
homes, rescue homes, orphanages, hotels, etc. ; com- 
pulsory notification of communicable diseases ; com- 
pulsory training for physical fitness, and compulsory 
showing in cinemas of hygiene films and slides. 


Dr. Chatterji believed that this programme could 
be executed in five years provided ‘‘the Government 
have the will to do it, the public fully co-operate and 
the policy is undisturbed and uninterrupted.’ 
There should not be any lack of funds for such an 
important work. ‘The necessary finances could easily 
be raised by floating loans. 


Any plan for the improvement of health services 
must be carried out in collaboration with other 
departments, such as irrigation, public works, rail- 
ways, education, agriculture, excise industries, labour, 
fisheries, revenue and forests. 

The programme is now under the consideration 
of the Ghosh Cabinet.—The Statesman. 
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PAKISTAN HEALTH CONFERENCE 


The All-Pakistan Health Conference, which 
concluded its three-day deliberations on November 
12 in Lahore it is learned, has decided to amalgamate 
the Health and Medical services. 


The Conference, it is further learned, has ap. 
proved of the setting up of a Central Research Insti- 
which preliminary work has already been 


The Conference approved the constitution of a 
Pakistan Medical Service and recruitment to it will 
be by composition and promotion of provincial 
services. 


A regular nursing service, with gazetted 
will be created in each province of Pakistan. It was 
decided to form a Pakistan Medical Council and a 
Nursing Council. 


For the preparation of vaccines and serum it 
was decided that a bureau of laboratories be imme- 
diately established with section for the preparations 
of vaccines and another section for bacteriological 
and pathological examinations. Later two more sec- 
tions will be added—one for the preparation of serum 
and the other for serology, toxicology and medico- 
legal work. 


INTERNATIONAL CONGRESS ON MENTAL 
HEALTH 


The World Congress is to be held in London, 
in August, 1948, at the Central Hall, Westminster. 
It will be the third gathering of its kind: the first 
was held in Washington in 1930 and the second in 
Paris in 1937. On this occasion the Congress com- 
prises three separate conferences on Mental Hygiene, 
Médical Psychotherapy, and Child Psychiatry. An 
unusual feature is an attempt to overcome the diffi- 
culty of obtaining results from such a gathering, by 
setting up in this country and all over the world 
‘“‘Preparatory Commissions’’ for each main topic. 
These Commissions or discussion groups will collect 
and examine all material relevant to the topics ,and 
by constant interchange of views it is hoped that 
gradually a number of points of agreement and dis- 
agreement will emerge, which can finally be con- 
firmed or thrashed out at the Congress itself. ‘The 
World Health Organization of the United Nations is 
strongly supporting the Congress ; it also has the full 
approval of the British Government. Some thirty 
countries have already indicated that they hope to 
take part. Further information may be obtained 
from the Organiser, 39, Queen Anne Street, London, 
W. I.—Prescriber, 41: 125, 1947+ 


NURSING IN AUSTRALIA 


Margaret Lawrence writes: Most Australian 
nurses seeking work abroad have found that the high 
standing and standard of Australian nursing qualifies 
them for work in all parts of the world. The Regis- 
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tration Boards of the Australian States have reci- 
rocal recognition with the General Nursing Council 
of the British Isles and, other parts of the British 
Empire where the training course covers at least 
three years. 


The Australian Nursing Federation, which has 
branches in each State, is affiliated with the Inter- 
national Council of Nurses, and sent delegates to the 
Council’s Congress in Atlantic City in 1947. 


There are approximately 33,000 trained nurses 
working in Australia, of whom at least 28,000 are 
registered with the Nurses’ Board of the six States. 
Present estimated shortage is 3,500 nurses. 


The majority of trained nurses work in hospitals 
and institutions, but a large number are engaged 
in private and visiting nursing. Principal avenues 
for specialisation are infant welfare work in such 
fields as Baby Health Centres, kindergartens and 
creches followed by public health, mental and in- 
dustrial nursing. A limited number of nurses work 
in doctor’s surgeries and laboratories, x-ray or radium 


' clinics, or as air hosteses or ships’ nurses. 


The scattered nature of the population in the 
inland and the concentration of population in a few 
coastline cities make it inevitable that there should 
be vast differences of hospital and nursing conditions. 


On the one hand, there are the “Bush Nurses”’, 
who often work alone under conditions that require 
a great deal of self-reliance and initiative. 


On the other hand, there are the great metro- 
politan hospitals, in which nursing staffs of several 
hundreds work in well-planned and equipped sur- 
roundings. American army nurses who were sta- 
tioned at the Royal Melbourne Hospital, which was 
lent to the US Army from 1942 to 1944, agreed that 
the hospital and its luxurious nurses’ home compared 
favourably in every respect with the leading hospitals 


the States. 


Training.—Nurses’ training is conducted at 
various approved hospitals in the capital and pro- 
vincial cities. Only the larger hospitals have preli- 
minary training schools. ‘The training period for a 
general certificate is four years in New South Wales, 
Tasmania and Queensland. In the three other States 
the course was reduced to three years during World 
War II. On completing the course and passing her 


_ final examinations a nurse becomes entitled to re- 


gistration@with the Nurses’ Board in the State where 
she trained. 


During training the student nurse lives at the 
hospital and is provided with board and lodging ; in 
most States uniforms are provided free. Laundry 
is done by the hospital. Hours worked vary between 
44 to 48 per week. 


_ Trainee nurses in Australia spend* much more 
time in the wards than they do in the United 


| States and attend fewer lectures. The course of 


instruction, however, includes lectures in anatomy 


and physiology, general nursing, medical nursing, 
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hygiene and public health, materia medica, children’s 
nursing, and invalid cookery. 

Approximately 80 per cent of Australian nurses 
take also the nine months’ midwifery course, ‘and 
approximately 46 per cent, take the three months’ 
infant welfare course after completing their general 
training, though not necessarily immediately after- 
wards. 


The Royal Victorian College of Nursing (the 
Victorian branch of the Australian Nursing Federa- 
tion) is the only organisation at present conducting 
post-graduate courses. Their course for Sister 
Tutors and Nursing Administration has been held 
in abeyance for the last two years pending govern- 
ment financial aid ; the course will take one year 
(full-time) and will be held under the auspices of 
the University of Melbourne. The College also 
conducts a part-time course in industrial nursing, 
and arranges lectures for a Diploma in Nursing. 


In most States courses may be taken for the 
certificates of the Royal Sanitary Institute, London, 
which includes health visits, school nursing and 
sanitary inspection. In New South Wales courses 
in pediatrics and tropical nursing may be taken. 


University Status—Not Yet.—In no States is 
nursing teaching affiliated with the Universities, 
which have not opened their doors as readily to the 
technical professions as those of the USA. One of 
the immediate aims of nursing ‘leaders in Victoria 
and New South Wales is the establishment of Nursing 
Colleges affiliated with the Universities and assisted 
financially by government grants. 


Another aim is to increase the number of 
scholarships for post-graduate work. At present 
most nurses taking post-graduate courses have to 
spread them over several years. Scholarships are 
provided by the Australian Red Cross Society, the 
Florence Nightingale Memorial Fund and the Centaur 
trust (in memory of Australian nurses lost when the 
hospital ship Centaur was torpedoed in 1943). About 
20 Australian holders of such scholarships are at 
present taking post-graduate courses in England, 
mainly in hospital administration or sister tutor 
training at the Royal College of Nursing. 


Nursing leaders believe that the nursing pro- 
fession in Australia will not reach its peak of effi- 
ciency until uniformity in training, registration, 
remuneration and working conditions is achieved. 
At present these matters are controlled by six State 
governments instead of the Australian Federal 
Government. 


Uniformity Aim.—An Australia-wide conference 
of all nursing bodies will shortly be-called by the 
Federal Minister for Health and Social Services, at 
which it is hoped that some progress towards uni- 
formity will be made. Decisions of the Conference 
will not be binding on the States, however. Several 
leading nurses’ organisations, such as the Royal 
Victorian College of Nursing and the Trained Nurses 
Guild, have prepared detailed plans for co-ordinating 
and organising nursing services on a federal basis. 
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One favoured plan proposes the appointment of a 
Director of Nursing, directly responsible to the 
Minister of Health, and a Commission of Nursing to 
work in conjunction with a Nursing Bureau. 

Other vital questions are those of superannuation 
benefits and compensation for injury and sickness 
contracted while on duty. At present many of the 
large metropolitan hospitals have system of super- 
annuation, but it is by no means general throughout 
the profession. Public hospitals and many inter- 
mediate hospitals insist that their nurses join the 
Hospital Benefits Insurance Association, paying 3d. 
weekly. If the nurse becomes ill, the hospital takes 
- the 12/2/- a week insurance money, and nurses her 
without any further charge. 


Award Conditions,—Of interest in the vexed 
problem. of professional status was an interim judge- 
ment given by a judge of the Commonwealth Court 
of Conciliation and Arbitration in September 1945 
that nursing was not an industry. 


Wages, hours and conditions of work in = 
Australian State are regulated, either by Arbitration 
Court awards or by Wages Boards consisting of equal 
numbers of representatives of nurses and of hospital 
associations under an independent chairman. Condi- 
tions do not vary greatly in the different States, and 
the following determinations of the Hospital Nurses 
Wages Board in Victoria may be taken as typical. 


Hours of work are 44 per week ; but 88 hours 
may be worked in any two consecutive weeks, pro- 
vided that overtime is paid for all work in excess of 
48 hours in any such week. Staff nurses and 
trainees must receive three weeks annual leave and 
all other employees four weeks, both with full pay. 


Proportion of nurses to patients must not be 
less than one nurse to each ro or fraction of 10 
patients (day shift) and one nurse to each 15 OF 
fraction of 15 patients (night shift). 


Proportion of trainees to certified nurses must 
not be more than six trainees to each ‘Certificated 
nurse exclusive of the matron. 


Wherever possible, single bedrooms must be pro- 
vided ; in no case shall more than two employees 
occupy the same bedroom. Separate accommodation 
must be provided for the night staff. 


Rates of Pay.—Board and lodging costs the 
hospital nurse only Rs. 43 monthly, which is deducted 
from her salary ; an allowance is paid to her if she 
does not live at the hospital. Laundry is done free 
of charge, and uniforms, or an allowance for uni- 
forms, are provided. 

The following salaries (clear of the deduction 
for board) are the minimum that must be paid to 
some grades of hospital nurses in Victoria. The 
awards do not differ greatly in other States. 


Trainee nurse, first year Rs. 107-8-0 
Staff nurse, first year Rs. 225-0-0 
Sister, first year «. Rs. 270-0-0 


Matron of hospital with 100 beds .... Rs. 375-0-0 


Annual increments for second and third years range 
between Rs, 10/8/- and Rs. ar/- monthly. Any 
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nurse who needs more than one certificate in com 


nection with her duties must receive an additional 
Rs. 10/8/- per month for each certificate required, 


Private nurses receive Rs. 55/- for a six-day 
working week, with a living out allowance of 
Rs. pes J to 24/- per week. 

Infant Welfare Nursing.—There is a separate 
determination for infant welfare nurses, with addi. 
tional provisions relating to allowances for travelling 
expenses. For instance, all out-of-pocket expenses 
reasonably incurred by an employee whose duties 
necessitate journeys and visits to various parts of the 
municipality are paid by the municipal authority 
concerned. 

An outstanding feature of Australian nursing is 
the special care given to the younger gencration, 
which has resulted in Australia’s infant mortality 
figures being the second lowest in the world. 
the five-year period 1935-39 Australia’s infant mor- 
tality figures were 39 deaths per 1,000 births, as 
against 56 for USA, 57 for England and Wales, ‘and 
70 for Canada. 

American Army doctors and nurses stationed in 
Australia during the war made special visits to 
Australian mothercraft homes, where they saw what 
they described as ‘“‘miracles’’ performed in the treat- 
ment of babies suffering from feeding troubles. 

Main difference between Australian and American 
infant nursing welfare practice is that Australians 
are strong advocates of breast-feeding wherever 
possible. 

Unusually interesting and worthwhile work for 
nurses who like country life is that of infant welfare 
nurse in the outlook. Baby health nurses do a re- 
gular round of small country towns in the inland 
regions. ‘They may travel in a caravan which is 
equipped as a Baby Health clinic and nurses’ living 
quarters, or in a railway carriage, similarly equipped, 
which is attached to a train and uncoupled at a 
station then, after a scheduled time, recoupled and 
taken on to the next station. In other cases the 
nurse travels in a car, attending to mothers at halls 
or houses in the towns on her route. 


Only a small proportion of infant welfare nurses 
work in the outback. The majority work in the full 
or part-time Baby Health Centres run by suburban 
municipalities ; or they may travel from one country 
town to another, the Centre at each being open on 
one or two days in the week only.—Medical News- 
letter, Australia. 


WHAT IS RHEUMATISM 


Dr. B. Tanner writes: 


The increasing emphasis of modern medicine on 
such conditions as rheumatism, neuroses and sub- 
optimal nutrition reflects the progress of science. 
Except in a very small percentage of cases, these 
diseases do not kill; they are not communicable 
and so never cause epidemics ; they have little or no 
effect on the actual span of life. But they do cause 
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intense pain and disability to the individual, suffer- 
ing to the family, and disorganization to the factory. 

Medical research in the past 100 years has con- 
eentrated its vast energy on the conquest of diseases 
such as pneumonia, syphilis, smallpox and typhoid. 
With the discovery of vaccines, antibiotics and sul- 
phonamides, such diseases have been fairly well dealt 
with and relegated to a minor importance. The 
natural result of these advances has been a prolonga- 
tion of the life span. In Britain today the average 
life expectancy of the population is more than 60 
years. But following this increased length of life, 
other diseases such as cancer, high blood pressure 
and heart diseases have assumed the role of killer. 
In keeping with this, further large schemes of 
medical research have been developed to combat 
them. 

It is only in the last two decades that there 
has been any real concentration on the illnesses 
which incapacitate rather than kill. In this respect 
medicine works increasingly in harmony with the 
sociologist and factory manager. 


Effect of Damp Climate.—In England, more 
than other countries, because of the damp climate, 
the word rheumatism is in common use. The child 
complaining of “‘growing pains”, the worker with a 
severe backache, the housewife with ‘‘sore hands’’, 
the old woman hobbling on a cane—all complain of 
“rheumatism’’. But what, in fact, is rheumatism? 


The doctor finds rheumatism harder to define 
than the layman because, as in many young sciences, 
the number of facts seem to overshadow the under- 
lying principle. So far, it is safest to describe 
rheumatism as a disorder of the muscular or skeletal 
system which causes pain and limitation of move- 
ment—and whose causes are still obscure. 


When the International League against Rheu- 
matism attempted to clasify the rheumatic disorders, 
they went through 60 varieties of nomenclature until 
they could decide on an all-inclusive one. This has 
been improved upon by many organizations and par- 
ticularly by the Royal College of Physicians, but for 
purposes of description we shall use the former 
method. This simply divides rheumatism up into 
disorders which affect joints and are called arthritis, 
and those which affect muscles, tendons and soft 
parts of our motor system and are called non-articular 
rheumatism. 


Number of Patients.—Arthritis is not always the 
terrible thing which the layman imagines. For 
example, the arthritis which accompanies rheumatic 
fever is fleeting, and oesteo-arthritis, the one which 
affects old people, can be alleviated if properly 
treated. Arthritis due to gonorrhea, syphilis, pneu- 
monia and other infectious diseases can receive 
specific treatment which will usually heal it satisfac- 
torily. Rheumatoid arthritis, the true crippling 
form, luckily affects only a small percentage of 
people, and even this if treated early and for a long 
— time can be prevented from becoming really 
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Non-articular rheumatism affects all people and 
in many ways. It may be seen as a backache after 
lifting a heavy weight, tiredness after undue exer- 
tion, or a severe sciatica which immobilizes people 
for long periods of time. 

Unfortunately, there is difficulty in estimating 
the true number of rheumatic sufferers because a 
large number still feel that some forms are too minor 
to justify bothering the doctor. Also, the diagnosis 
of rheumatism is increasingly specialized and requires 
extensive equipment and experience, a difficulty 
which is being overcome by the formation of special 
clinics. 

During World War II, morbidity surveys were 
published at intervals. Samples of the population of 
Britain were taken so that a representative portion 
of town and country dwellers, agricultural and fac- 
tory workers, young and old, were questioned. This 
survey showed that during one year, 72 out of 
1,000 people became temporarily incapacitated to the 
point of being absent from work, and that 504 
persons per 1,000 suffered non-incapacitating attacks 
of rheumatism. 


Occupational Tendencies.—There is an associa- 
tion between occupation and the type of rheumatism 
incurred. If male occupations are roughly divided 
into agriculture, mining, metal, building, furniture, 
general labour, clerical and transport, it is found 
that rheumatoid arthritis is particularly heavy among 
agricultural workers, rheumatic fever among miners 
and gout among the building trades. 


In women classified as shop assistants, domestic 
workers, charwomen, laundresses, clerks, cotton mill 
hands, dressmakers, restaurant workers, it seems that 
domestic workers show the greatest percentage of the 
crippling rheumatoid form and osteo-arthritis. 
Women as a whole have a greater incidence of arthri- 
tis as opposed to non-articular rheumatism than men. 


The causes of rheumatism are still largely un- 
known. Among the factors which cause the disease, 
infection, allergy, glandular disturbance and here- 
dity are most important. But as more work is done 
on the pure physiology, it is probable that rheuma- 
tism due to these causes, with the exception of the 
last, will become amenable to treatment. So far as 
the infective forms of rheumatism are concerned, the 
present view is that a virus rather than a bacillus is 
the cause. Another factor related to the incidence 
of rheumatism is found in psychological stress and 
poor social conditions. 

At a large London clinic, attacks of rheumatoid 
arthritis were found to be coincidental with environ- 
mental upsets exemplified by overtiring works, 
money worries, illness, a death of one of the mem- 
bers of the family, bombing during the air raids of 
World War II and poor living conditions. In 
northern climates especially where the atmosphere is 
damp, poor housing often leads to attacks of rheu- 
matism, and the incidence is, in fact, much larger 
in cold than warm parts. Naturally, World War I, 
with its attendant hardships, increased the amount 
of rheumatism in Britain. 
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Empire Rheumatism Council.—Twenty years 
ago, the Ministry of Health published the ‘‘Practi- 
tioner’s .Enquiry’’, which was the first attempt -to 
ascertain the prevalence of rheumatism among insured 
workers. Statistical data has accumulated since 
then, aiding the physician in understanding the 
magnitude of the problem. : 


In 1936, the Empire Rheumatism Council was 
formed. ‘This body set out to help impress.on the 
public and the medical profession, the urgency of 
dealing with rheumatism. It raised large amounts 
of money and composed the first rheumatism council 
to advise the College of Physicians in London on 
rheumatic diseases. It founded two research labora- 
tories. 


At the same time several universities have allo- 
cated space and equipment for dealing with rheu- 
matism. Special clinics under academic guidance 


exist in London, Edinburgh, Bristol and Manchester. 


Recently the Nuffield Foundation gave £100,000 to 
Manchester for the further research of rheumatism. 
Here young physicians will be financed while being 
trained in the diagnosis and method of treatment 
currently in use in Britain and other countries. 


Provisions in Health Bill—The new Health Bill 
provides still further scope for the treatment of 
rheumatism. In the various regions, clinics will be 
set up under expert guidance, with the necessary 
equipment, bed space and sanatorium room. 


More important is the emphasis on co-operation 
between the regions and the universities, so that 
- iutense research can be carried out at the same time 
‘that treatment continues. Local Government bodies 
have already expended great amounts of money on 
facilities for the treatment of rheumatism, but this 
will now be incorporated into one wider and more 
embracing scheme. An example of this is the clinic 
furnished by the London County. Council which to- 
day carries out about 80,000 treatments per year. . 


The Rheumatism Council and the entire medical 
profession fully realize that excellent work is being 
done on this problem all over the world. Already, 
the world-wide co-operation of doctors is established 
by conferences, journals, and exchange of students. 
It is in the interest of every country to have a 
neighbouring people who are productive and healthy; 
the abolition of epidemics is no longer enough. The 
exchange must continue and the Colleges of Physi- 
cians and Surgeons, the Empire Rheumatism Council 
and other organizations, will continue their efforts 
along these lines.—Brit. Information Services. 


A NEW CLASSIFICATION OF TUBERCULOSIS 


The recommendations of the Joint Tuberculosis 
Council for the revision of the classification and 
terms to be used in annual returns have been adopted 
by the minister of health, England. Tuberculous 
patients will be divided into two classes, A and B, 
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according to. whether tubercle bacilli have not or 
have been recovered. Patients may be transferred 
at any time from class A to class B. But those from 
whom tubercle bacilli have not been recovered with- 
in the first eight weeks of observation should be 
placed in class A. Single positive bacteriologic 
reports, unconfirmed by further search and un- 
supported by clinical or x-ray evidence of tuber- 
culosis, may be ignored. 


Respiratory cases are to be further subdivided 
into three groups: group 1, in which constitutional 
disturbance is slight, and there are signs of x-ray 
changes; group 3, in which there is profound 
systemic disturbance or constitutional deterioration, 
and pronounced impairment of function ; and group 
2, which includes all cases that cannot be placed in 
groups I or 3. 


‘An uncomplicated pleural effusion for which no 
other cause can be found should be regarded as 
tuberculous, and the case placed in group 1 of class 
A or B, according to the bacteriologic report on the 
fluid. —J. A. M. A., 134: 1193, 1947. 


DISSOLUTION OF SUBSTANCE OF TEETH BY 
LEMON JUICE 


Stafne and Lovestedt report observations on fifty 
patients who were: using lemon juice routinely and 
who showed evidence of dissolution of dental 
structure. Thirty-nine of these were women and 
eleven were men a ratio of approximately 4: 1. The 
patients came from twenty-two states, two Canadian 
provinces, Mexico, and Puerto Rico ; apparently such 
use of lemon juice is widespread. Striking uni- 
formity was recorded as to the manner in which lemon 
juice was taken, namely by interval feedings in 
water. Use of lemon juice in self-treatment was 
most common among perséns who were suffering from 
rheumatism. ‘The juice was also used for constipa- 
tion, to prevent and relieve colds, and occasionally 
as a tonic. When used as a reduction diet, the 
juice most often replaced entire meals. Most patients 
were aware of the high vitamin C content of lemon 
and desired an adequate intake of that vitamin. 
Defects in enamel produced by action of acid solu- 
tions are recognized by rounded margins in contrast 
to defects produced entirely by mechanical wear, 
which have sharper margins. The projection of 
fillings above the surface of the teeth is probably of 
greatest diagnostic value. ‘These observations 
emphasize that extensive dissolution of dental struc- 
ture may occur as a result of drinking lemon juice, 
particularly if the juice is taken daily and at times 
other than with meals. An adequate amount of 
vitamin C can be had without resorting to improper 
use of lemon juice. In view of its harmful effects 
on the teeth, the Rochester physicians say that use 
of lemon juice as a daily drink in any appreciable 
concentration should be discouraged. (From Current 
Comment, J. A. M. A., 133 : 1218, 1947). 
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MARRIAGE AND MENTAL DISEASE 


On the paradoxical principle that the busier you 
are the more time you find for supplementary 
activities, Dr. Oernuly Oedegaard, medical superin- 
tendent of the Gaustad State Asylum near Oslo, 
continues to make valuable contributions to the psy- 
chiatric education of the public and to research. His 
recent article on the relative importance of heredity 
and environment with regard to mental disease, 
published in a Norwegian journal read by laymen, 
is a stimulating corrective to the fatalism of the 
hitlerite school of heredity. His recent research into 
the relationship of marriage to mental disease is based 
on a study of 14,231 first admissions of Norwegian 
mental hospitals. He found that the incidence of 
mental disease was much highér among the single 
than among the married. He discusses three possible 
explanations: (1) that a single person who develops 
mental disease is more readily admitted to mental 
hospital, (2) that the subjects of mental disease pre- 
sent certain personality traits which, before its out- 
break, act as marriage handicaps and (3) that there 
are in married life certain factors preventing the out- 
break of mental disease. He can find little evidence 
of this last explanation, whereas the second explana- 
tion is supported by much valid evidence.—J. A. 
M. A., 134 : 824, 1947. 


POISONING BY DRIED EGG 


During the war the importation of spray dried 
egg was a valuable means of economizing shipping 
space. But a number of cases of poisoning due to 
Salmonella organisms occurred. This has led the 
Medical Research Council, England to make an in- 
vestigation, the result of which is published in a 
pamphlet entitled ‘“The Bacteriology of Spray Dried 
Egg, with Special Reference to Food Poisoning.’ 
Examination of 7,584 samples of dried egg showed 
the presence of Salmonella organisms in 9’9 per cent. 
In 1944 the number of known outbreaks of food 
poisoning due to Salmonella reached the unprece- 
dented total of 454, a figure greater than that for 
Seventeen years preceding the war. 


Between 1942 and the end of 1945, 244,000 tons 
of dried eggs were imported from the United States, 
Canada and the Argentine. Though the risk of food 
poisoning was apparent, consumption continued 
because of the high value as a’ concentrated food- 
stuff. Dishes of dried eggs were prépared in the 
experimental kitchen of the Ministry of Food and 
tested at the bacteriologic laboratory at Cambridge. 
It was proved that dried egg was safe to eat if cooked 
Soon after reconstitution, even by such a relatively 
mild heat treatment as scrambling. Recipes. for 
Custard sauces prepared without or and milk 
and egg shakes were rejected.—]. A. M. A., 134: 
IIIs, 1947. 


CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by contributors 


MEDICAI, OFFICERS OF LOCAL BODIES 


Srr,—Through the columns of our Journal, I beg 
to invite the kind attention of the ensuing Bombay 
Conferences of the I. M. A. and A. I. M. L. A. to- 
wards the most deplorable conditions of the services 
of the medical officers of Local Bodies all over India. 
They are treated with humiliation with beggarly re- 
muneration and provoking conditions of service. 
They enjoy no status and position worthy of the 
noblest profession. There is no security of service, 
no chance of gaining better experience, no scope of 
promotion. Merit and efficiency have no value in 
Local Bodies service. ‘The carreer of a doctor is 
sealed in watertight compartment. Most of their 
time, energy and attention are wasted in keeping in 
tune with so many members of the District Boards 
and other authorities concerned who are non-medical 
men and who do not care for or attach any import- 
ance to the advancement of the scientific knowledge 
or their efficiency of technical work which they can’t 
judge. This is one of the greatest block which stands 
in the progress of the medical officers of the Local 
Bodies. It is understood that 3,000 medical licen- 
tiates are in service all over India and 85% of them 
are roughly in Local Bodies service placed in rural 
areas and having on their shoulders all sorts of humi- 
liation and devoid of all scientific facilities. 

Provincialization of the services of the Local 
Bodies medical officers is the only remedy for effi- 
cient service to suffering humanity. The whole 
medical profession stands for Provincialization of 
the services of the Local Bodies medical officers. 

The I.M.A. in its last \Madura Conference 
unanimously resolved for the above and also for 
abolishing compartment in medical service. Several _ 
other Provincial Medical Conferences have emphati- 
cally resolved for the above. The Bihar Provincial 
Conference of the A.I.M.L.A. in its last Conference 
at Darbhanga at my motion adopted unanimously 
a resolution to create a composite provincial medical 
service and to absorb therein all the Government 
S. A. Surgeons of different branches and Local 
Bodies medical officers of the whole province. The 
A.I.M.1.A. rightly and justly stands for abolition 
of the subordinate medical service. But it is to be 
regretted that the last conference of the A.I.M.L.A. 
at Poona did not adopt any resolution for provin- 
cialization of the Local Bodies medical officers al- 
though Dr. M. L. Kapoor, President elect of the 
Conference advocated for it in his presidential 
address. I must of course give credit for the I. M. A. 
Conference for its resolution Nos. 7 and 8 for aboli- 
tion of compartment in medical service and provin- 
cialization of Local Bodies medical men and women. 
Medical licentiates as a whole are regarded as un- 
touchable Harijan members of the profession. I 
wotild like to recall the observations made by 
Professor B. N. Ghosh, M.B.E., F.R.F.P.S. (GLAS- 
GOW) F.R.S. (EDIN.), President of the Bengal Branch 
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of I.M.A. while addressing members in Calcutta 
On 30-3-47. 


“T am fully conscious of the reasons why the 


present licentiates are so much dissatisfied and 


want to be made graduates. It is because of arti- 
ficial barrier. They have been classed as so-called 
untouchables. They are not allowed ordinarily to 
aspire for the posts which the graduates can occupy 
even though the licentiates as man to man may be 
very much superior.” — 

I humbly suggest the following for considera- 
tion by the Bombay Medical Conference and to re- 
commend to Provincial Governments for adoption 
till comprehensive National Health Service is 
introduced : 

(1) Medical and Public Health Service should 
be the direct concern of the Provincial Government. 

(2) The services of the medical officers of Local 
Boards be provincialized in all the provirices imme- 
diately and provincialization of all hospitals and 
dispensaries be effected within 5 years. 

(3) Pending provincialization of the hospitals 
and dispensaries the Local Bodies be asked by the 
respective Provincial Government to equip hospitals 
and dispensaries at a certain standard to be fixed by 
the Government and sufficient grant be made to the 
Local Bodies for the purpose. 

(4) The subordinate medical service should be 
immediately abolished. 

In this respect recommendations of the adminis- 
trative medical officer of all the provinces in a con- 
ference held under the presidentship of Director- 
General Indian Medical Service, in November, 1945, 
be accepted in toto. ‘ 

The recent reconstitution of medical services in 
Madras may be made an example for all the 
provinces. 

(5) Merit and efficiency be given due considera- 
tion irrespective of qualifications in matter of pro- 
motion to higher posts. 

Medical licentiates all over India have been dis- 
gusted due to their sad lots. There is whisper of 
direct action from all corners. Let us leave. the 
matter to the noble and just decision of our national 
leaders and ministers. In case our lots are not 
improved let us decide to start individual satyagraha 
by consenting members instead of striking works in 
mass scale. I shall be the first man to come in front 
line for such satyagraha. Satyagraha is the weapon 
of the helpless. We are helpless because we serve 
poor masses. Our poor masses have always been 
neglected and so we are neglected. Jai Hind. I 
am, etc. 

K. P. VARMA, L.M.P., 
M.O. Kessaria Disp., 
Member, Standing Committee, 
A. I. M. L. A. Bihar Branch 
Champaran, 


23-10-47. Member, I.M.A., Motihari Branch. 


[The above subject was thoroughly discussed during 
the last Bihar Provincial Medical Conference. The line of 
approach to solve this problem has been enunciated. The 


P.O. Kessariya, 
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CURRENT MEDICAL LITERATURE 
SyNDRoME 


Pinck (Am. J. Med, Sc., 214: 76, 1947) writes that 
reitter’s syndrome is an unusual disease encountered in 
young males characterized by urethritis, conjunctivitis and 
migratory arthritis. Skin lesions are occasionally noted; 
these appear as either keratosis blennorrhagica or balanitis 
circinata. 

The etiology of the disease is obscure. No definite 
therapy is available. 

The course of the disease is self-limited, never terminat- 
ing, however, in less than 3 months. Recurrences are not 
unusual and may occur years after the initial episode. 


The disease is perhaps not as rare as has been sup- 
posed, since the 12 cases here presented were seen in 2 
years by a single observer. 


RHEUMATIC ENCEPHALOPATHY 


Lay (Edinburgh M. J., 53: 444, 1946) reports the pre- 
sence in three girls, all at or past puberty, of acute rheu- 
matic fever and chorea, associated with an unusual type of 
psychosis. Two of these patients were seen by a consult- 
ing psychiatrist, who diagnosed them as schizophrenic. All 
recovered sufficiently to resume active life and were in 
good health one year after the illness. 


This author suggests that the three girls suffered from 
rheumatic encephalitis because puberty coincided with a 
period not only of prevalence of rheumatic fever but also 
with prevalence or enchancement of pathogenic neurotropic 
virus. Rheumatic psychosis of various types, including 
schizophrenia, has been described by neurologists or psy- 


_ chiatrists in studies of psychosis or encephalitis, but it does 


not seem to have been remarked by pediatricians. Chorea, 
or rheumatic encephalopathy, would appear to be very 
much modified by the age, sex, constitution, and experi- 
ence of the victim, and very possibly by endocrine or bio- 
chemical factors. - 


TOBACCO ANGINA: AN ELECTROCARDIOGRAPHIC STUDY 


BRYANT AND WOOD, JR. (Am. Heart. J., 34: 20, 1947) 
write that in sixteen patients with angina pectoris, electro- 
cardiograms were taken while the patient was smoking 
cigarettes of the brand to which he was accustomed. One 
instance of pure tobacco angina was discovered. In an- 
other instance the pain was precipitated by exertion and by 
tobacco. Neither patient had suspected that his symptoms 
were in any way related to smoking. 

In these instances coronary spasm induced by smoking 
appeared to be the cause of the anginal seizures not related 
to exertion. 

Minor changes in the T wave induced by smoking 
usually represent a physiologic response to an increase in 
the heart rate and not to myocardial ischemia. This 
phenomenon occurs in patients with angina pectoris as 
well as in normal subjects but is not associated with anginal 
pain. 
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The cardiovascular effects of tobacco smoking vary 
greatly from person to person and in the same person from 
time to time. 

It is possible that the use of tobacco plays a more im- 
portant role in determining the symptoms of coronary 
disease than has been realized in the past. 


EFFECTS OF INJECTION OF NICOTINE ON CIRCULATION 


BOYLE AND OTHERS (Am. Heart J., 34: 65, 1947) give 
in the following lines the summary of their observations : 

Intravenous injections of 2 mg. of nicotine bitartrate 
were given to forty-six subjects. These included eighteen 
normal persons, twenty-four patients with coronary heart 
disease, and four with peripheral vascalar disease. Obser- 
yations were made on changes in the heart rate, blood 
pressure, cardiac output, and electrocardiogram. The 
symptoms produced were noted. 

The amount of nicotine alkaloid contained in 2 mg. of 
the bitartrate is approximately 0-6 milligram. This cor- 
responds to the estimated amount of nicotine absorbed on 
inhaling the smoke of a cigarette five times in the course 
of one minute. ' 

A comparison was made of the average changes observed 
in heart rate, blood pressure, and cardiac output in the 
normal group,\in the patients with coronary heart disease, 
and in those with peripheral vascular disease. No signifi- 
cant differences between the three groups were apparent 
on statistical analysis. There was much less variation in 


repeated tests in the same individual than in different in- 
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dividuals. 

There were no significant differences in reaction be- 
tween smokers and non-smokers in any group. 

After the injection of nicotine, slight changes in the 
electrocardiogram were observed in some meinbers of all 
groups. Significant changes were observed in four patients 
with coronary heart disease. In two of these, who suffered 
from spontaneous anginal attacks, pain was associated with 
the appearance of electrocardiographic changes. 

In all groups, individual differences in sensitivity to 
nicotine were evident in the number and severity of the 
symptoms which followed its injection. The most frequent 
complaint was dizziness. Other symptoms were tingling, 
faintness, and nausea. Vomiting and brief circulatory 
collapse occurred in one normal young man who had never 
smoked. - 


Nicotine injection caused no consistent variations in 
the level of the blood sugar in fasting subjects, although 
there were fluctuations both upward and downward. Be- 
cause of the small dose of nicotine,injected and the failure 
to induce hyperglyceemia, it seems improbable that aug- 
mented adrenal secretion was responsible for the circula- 
tory reactions observed. In any case, these were initiated 
by nicotine. 

Variation in the effects of nicotine on the circulation is 
as. great in patients with cardiovascular disorders as in 
normal persons, This variation depends to a great_extent 
upon individual susceptibility than upon the presence of 

In some patients with coronary heart disease, the in- 
jection of nicotine induces a state of coronary insufficiency. 


CURRENT MEDICAL LITERATURE 


This may be the result of constricting the coronary arteries 
or of increasing the work of the heart. Probably both 
mechanisms are concerned. 


HUNGER ORDEMA 


Denz (Quart. J. Med., 16: 1134, 1947) reports investi- 
gations on the plasma protein levels in a small number of 
cases of cedema occuring among German civilian internees. 
Total plasma proteins are decreased in patients with cedema. 
Mean values of 5:24 gm. per hundred cubic centimeters of 
plasma in slight cases, 5-07 in moderate cases and 4-90 
in severe cases were obtained as compared with 7-04 gm. 
for a norma! control group. Piasma albumin values in 14 
cedema cases ranged from 2:58 to 3:81 gm. The lowered 
plasma proteins are believed to result in the accumulation 
of cedema that commences with the first lowering of the 
protein level. The view that there is a critical tevel of 
plasma protein for the production of cedema is not accept- 
ed. Four patients with apparently cured ceedema were 
exercised with reappearance of the cedema. Two patients 
with cedema were exercised while on full diet with persis- 
tence of the cedema until the patients were allowed com- 
plete rest. Daily plasma protein determinations on cedema 
cases showed a diurnal variation which was probably due 
to variation in the degree of hydration of the blood. The 
inaccuracy of the clinical assessment of cedema is illus- 
trated by a patient showing minimal cedema, who lost 
8-5 liters of cedema fluid, whereas another showing severe 
cedema lost only 2 liters of cedema fiuid. Much excess fiuid 
may be hidden in the deeper connective tissues of the 
mediastinum and abdomen. 


MYOCARDIAL DAMAGE IN STARVATION 


Forster (Cardiologia, 10: 369, 1946. Ref. Am. Heart 
J., 33: 877, 1947) reports that cardiovascular changes were 
found in all of fifty cases of starvation from German con- 
centration camps. Clinical signs and caidiac failure were 
rare; changes were found only by electro-cardiographic 
examination. Thirty-one non-irfectious patients of all age 
groups were studied. All had varying grades of edema, 
cachexia, anemia, hypoproteinemia, and hypocholestero- 
lemia. Fourteen patients showed a relatively low voltage 
which became higher after therapy. Six had absolute low 
voltage; two of these patients had tuberculous pericardi- 
tis. A relationship of the voltage to the amount and extent 
of edema was noticed. That edema is not the only 
mechanism responsible for the low voliage was emphasized 
by patients with normal voltage in spite of edema or in- 
creasing voltage in spite of the persistence of edema. Myo- 
cardial damage or hidden pericarditis in the many cases 
with tuberculosis was thought to be a cause. 


Low T waves were found in twenty-nine patients. 
This change was more conspicuous than low voltage and 
was found in patients with normal voltage. Inverted to 
diaphasic T waves were found only in patients in whom 
infectious disease or cardiac disease existed. The S-T seg- 
ments, and the intraventricular and A-V conduction: times 
were normal. The Q-T interval was prolonged in two mori- 
bund patients with diarrhea. 
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The author concludes that only low voitage and flat T 
waves are characteristic of inanition and that these changes 
are both reversible. This was shown by the return of a 
normal electro-cardiogram after therapy. 

Clinical examination gave no constant findings: the 
systolic blood pressure was usually below 100 millimeters, 
hemic murmurs were absent in spite of anemia, the hearts 
were normal or small in size, and congestion of the liver 

~ was found only on autopsy in a few cases. The edema was 
not influenced by cardiotonic drugs. 

Eighteen patients died of complicating infections. The 
hearts showed brown atrophy,*fatty degeneration, occasion- 
ally focal fibrosis, and cloudy swelling. ~ 
_ With regard to the pathogenesis, no constant relation 
to metabolic changes could be demonstrated. The change 
of the pH of the blood toward alkalinity is considered 
important. B, avitaminosis, even in the absence of a typi- 
cal clinical picture, may be a factor. The sum of these 
changes lead to alterations of the myocardial cellular meta- 
bolism which, are reversible. They also explain the rapid 
decline in patients with previous myocardial damage. 


POSTMORTEM ASPECTS OF TROPICAL EOSINOPHILIA 


VISWANATHAN (Indian M. Gaz., 82: 49, 1947) says that 


since there have been no deaths from tropical eosinophilia 
the pathologic aspects of the condition have been a matter 
of speculation. He made postmortem studies on a man 
aged 28 who died of arsenical encephalopathy after the 
second injection of neoarsphenamine. The microspic appear- 
ances in this case were suggestive of an infective process 
rather than an anaphylactic reaction. ‘The lesions are peri- 
bronchial and not perivascular. The microscopic changes 
suggest that infection in tropical eosinophilia is probably 
by inhalation and that the infecting agent gets into the 
peribronchial tissue and sets up an inflammatory process 
involving the interstitial tissue mainly and alveoli ‘partially. 
Discrete scattered areas of cellular infiltration, monocytic 
and eosinophilic, are produced. When the process becomes 
chronic, nodules containing giant cells and monocytes are 
formed. The disseminated mottled shadows seen in the 
x-ray films of cases of tropical eosinophilia and which last 
only for a short period are probably due to the areas of 
cellular infiltration with monocytes aud eosinoprils. In some 
cases the mottling lasts for months. In them the shadows 
might be due to the presence of giant cell nodules. 


* POLIOMYELITIS 


- Bopran (J. A. M. A., 134: 1148, 1947) writes that an 
extensive histopathologic survey of 24 fatal human cases 
of poliomyelitis confirms older accounts in showing that 
all victims of poliomyelitis have lesions in the brain and 
that the severest lesions occur in the brain stem rather 
than in the cerebral cortex. Moreover, great variation 
occurs in the severity of pathologic involvement of most 
centers of the central nervous system, but the same centres 
are generally involved in greater or lesser degree in almost 
all cases. 


Motor centers involved to a greater or less degree in 
human and in experimental poliomyelitis are : motor cortex, 
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globus pallidus, substantia nigra, subthalamus, midbrain 
tegmentum, cerebellum, vestibular nuclei, reticular forma, 
tion of pons and medulla oblongata, motor neurons of cranial 
and spinal nerves, internuncial neurons in intermediate and 
posterior columns of cord and proprioceptive cells in sensory 
ganglions. 

Lesions in most of these centers are characterized by 
wide variation of intensity both in human and in experi- 
mental poliomyelitis. Lesions of moderate intensity occur 
in most of these centers in symptomless or, nonparalytic 
experimental infections. 


Severe destructive lesions 
nuclei, the reticular formation and the roof nuclei of the 
cerebellum in most fatal human cases and in many. paralytic 
experimental infections. These are the only brain centers 
which regularly contain extremely severe fesions. Since it 
has been shown that spasticity, tremor and hyper-reflexia 
of leg muscles can occur in the preparalytic stage of ex- 
perimental poliomyelitis in the absence of virus or lesions 
in the lumbar spinal cord, it is suggested that lesions in 
these centers of the brain stem may be primarily responsible 
for these symptoms. 


The possibility is not excluded that the less regularly 
severe lesions in centers like the motor cortex, globus 
pallidus, substantia nigra, certain midbrain centers, inter- 
nuncial neurons in the spinal cord and even spinal ganglions 
may contribute to motor dysfunction other than lower 
mector neuron weakness. 


Histopathologic observations indicate that most nerve 
cells either are destroyed during the acute stage of a polio- 
myelitis infection or largely recover their normal appear- 
ance in about one month or less. Such recovery of rever- 
sibly injured lower motor neurons may be a primary factor 
in the early restoration of muscle function. 


Earty DIAGNOSIS OF POLIOMYELITIS 


Pour (J. A. M. A., 134: 1059, 1947) writes that treat- 
ment of poliomyelitis should begin as soon as possible after 
the onset of the disease in order to relieve the discomfort of 
patients and to minimize crippling. An analysis of 1,125 
cases «f poliomyelitis treated in Minneapolis during the 
1946 epidemic reveals that the symptoms and observations 
are sufficiently characteristic to enable the diagnosis to be 
established in most patients within twenty-four hours of the 
onset. The study also discloses that paralysis is not a useful 
diagnostic sign because paralysis or weakness of the muscles, 
is not a common early event and in a considerable number 
of cases does not occur at all. To await the appearance of 
paralysis to confirm the diagnosis or to begin treatment is 
inadvisable. 

Early Symptoms.—1, Headache. 2. Fever. 3. Nausea, 
vomiting, anorexia, stiff neck, stiff back, painful extremities 
and general malaise with listlessness. 4. Sore throat or 
tonsillitis. 

A feature of poliomyelitis which may result in un- 
necessary delay unless kept in mind is the tendency in 
some cases for the symptoms to abate temporarily after an 
initial illness which usually lasts twenty-four hours. 


The diagnosis of poliomyelitis can be established with 
a high degree of certainty by physical examination. There 
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ig a singular irritability and resentment against being 
moved or handled. The painful sensitivity of the peri- 

1 tissues indicates the presence of spasm, a common 
and useful observation for the purpose of diagnosis early 
in the disease. Stiff neck, stiff back and shortened ham- 
strings are familiar examples of symptoms caused by the 
disease, but muscles elsewhere in the body inay also be 
involved by spasm, including those which are not attached 
to the spine. The disorder occurs in the nonparalytic as 
well as the paralytic case. 


The spinal fluid should be examined in every suspected 
case as an aid not only in confirming the diagnosis but in 
quickly separating out other diseases. The typical spinal 
fluid of poliomyelitis has the following characteristics : 
Crystal clear. Pressure normal or low. Protein slightly 
elevated or normal. Cell count moderately elevated, usually 
not above 350 per cubic millimeter. Cell counts were not 
elevated in 4 per cent of the cases in this series in which 
other observations served as the basis of diagnosis. The 
cell count was normal in 1 per cent of the patients in 
whom paralysis occurred, 


TWENTY YEARS oF BCG VACCINATION IN SCANDINAVIA 


BIRKHAUG (Am. Rev. Tuberc., 55: 1125, 1947) points 
out that during the past forty years a remarkable shift has 
been observed in Scandinavia in the age period when the 
primary tuberculous infection takes place. At the turn of 
the century about 50 per cent of persons were tuberculin 
reactors between 10 and 15 years of age and almost 
9 per cent between 25 and 30 years. In 1944 only 20 
per cent of the former and 50 per cent of the latter age 
groups had had contact with tubercle bacilli, and the peak 
of tuberculous disease was obseryed'if the 20 to 30 age 
group. Scandinavian clinicians have observed that the acute 
and rapidly fatal exudative typeof tuberculosis.jas become 
common among adolescents and young adults who did not 
react to tuberculin. They “believe that the best hope for 
controlling this advanced shift in the time of primary 
tuberculous infection lies in BCG vaccination. The basis 
for this belief is (a) the absolute harmlessness of the BCG 
vaccine both in animals*‘and in men and (b) its ability to 
produce a mild tuberculin reactivity and a relatively high 
protection against an exogenous infection with virulent 
tubercle becilli. Intracutaneous or transcutaneous BCG 
vaccination renders non-tuberculin reactors tuberculin posi- 
tive in more than 90 per cent within two months after vacci- 
nation. During the period BCG vaccination allergy and ex- 
posure to known tuberculous infection, BCG affords an 
almost complete protection against the morbid postprimary 
tuberculous lesions and a relatively high protection against 
secondary tuberculosis, including clinical pulmonary disease. 
The basis for the concerted Scandinavian mass BCG vaccina- 
tion is the importance tuberculosis plays even today as an 
endemic disease—the commonest chronic disease in persons 
between 15 and 30 years of age. Since 1940 more than 
100-000 persons have been vaccinated with BCG in — ee 
58,000 persons in Denmark. 


PHARMACOLOGIC AND CLINICAL EXPERIENCES WITH BENADRYL 


MCGAVACK AND OTHERS (Am, J. Med. Sc., 213: 418, 
1947) observed 60 normal subjects and 242 patients in order 
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to obtain pharmacologic data and evaluate the therapeutic 
range and the unpleasant side effects of benadryl. Benadryl 
is an alkamine ether with a powerful antithistamine action. 
This is indicated by its ability to suppress completely the 
dermal and gastric responses to histamine and to decrease 
capilary permeability. These effects are furthed demon- 
strated through the clinical relief afforded to patients with 
diseases in which sudden and/or prolonged releases of 
excessive quantities of histamine play a pathogenic role. 
An atropine-like activity for benadryl is suggested by its 
effects on the eye when applied topically. The variations 
in blood pressure may simulate one phase of the action of 
atropine. Disturbances in the sensorium observed in. some 
of the patients receiving the drug have suggested a scopo- 
lamine-like action. From the clinical point of view it can 
be said that benadryl is an exceedingly potent antihistamine 
and antispasmodic drug which lacks unpleasant cardio- 
vascular and nervous side effects attendant on the use of 
sympathomimetic agents such as epinephrine, ephedrine © 
and amphetamine. Toxic reactions, while common, rarely 
preclude its continued use. 


Toxic ACTION of EMETINE HYDROCHLORIDE ON THE HEART 


DACK AND MOLOSHOK (Arch. Int. Med., 79: 228, 1947) 
recently reported 9 cases of ambebic dysentery in which 
toxic cardiac manifestations developed following treatment 
with emetine hydrochloride. The total doses of emetine 
varied from 7 to 22 grains (0-45 to 1:42 Gm.). The principal 
signs of toxic effects on the heart were dyspnoea and 
tachycardia on mild exertion, fatigue and electrocardio- 
graphic changes generally involving the T waves. Because 
of the variation in the dosage of emetine hydrochloride 
which produced toxic cardiac effects, the investigators 
believe that there are individual differences in susceptibility 
to the drug or in the rate of its excretion. Signs of toxic 
effects were generally apparent in the neuromuscular and 
gastrointestinal systems before evidence of harm to the 
heart was manifest. These investigators believe that main- 
taining the patient at absolute bed rest throughout the 
course of treatment would decrease the frequency of toxic 
manifestations from emetine hydrochloride. The pulse rate 
should be recorded at frequent intervals daily, since 
tachycardia may be the first clinical sign of toxic effects on 
the heart. Daily examination and questioning of the patient 
would help to detect any possible evidence of toxicity, such 
as fatigue, diarrhea, dyspnea on exertion, muscular tremors 
or weakness and dizziness. They also advise that an electro- 
cardiogram be taken before treatment is instituted and 
after administration of the fifth grain of emetine, and that 
the drug be promptly discontinued if significant changes are 
found. They believe that in the majority of cases of amebic 
dysentery the therapeutic effect is as good from the 
administration of 5 to 7 grains (0:32 to 0-45 Gm.) as with 
the higher doses sometimes employed. They also re 
commend that if evidence of amebiasis persists after the 
first course of treatment—and evidence of toxicity of 
emetine hydrochloride is not obtained—a rest period of at 
least a month should intervene before the resumption of 
treatment. Finally, they say that emetine hydrochloride 
should not be used in the presence of suspected organic 
heart disease and should be employed with great caution 
in patients who are anemic and debilitated —J. A. M. A., 
134: 1020, 1947. 
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SULPHATHIAZOLE IN THE HuMAN TRACT 


ZASLOW AND COUNSELLOR (Am. J. Med. Sc., 214: 68, 
1947) give in the following lines the summary of their 
observations : 


Concerning Sulphathiazole in the Gall Bladder. 


1. Following oral administration of 3 gm. of sulpha- 
thiazole. 


(2) No drug was found in bile from the gal! bladder 
when the cystic duct was obstructed. 


(b) The drug was present in bile from the gall bladder 
when the cystic duct was patent and when the 
liver excreted it normally. 


2. Sulphathiazole is likely to be of no value in the treat- 
ment of patients who have acute obstructive cholecystitis. 


3. The usefulness of sulfathiazole in treatment of any 
given patient who has chronic cholecystitis with stones 
is uncertain. 

4. Acute inflammation of the gall bladder does not 
alter the mode of entrance of the drug to its lumen. 


Concerning Sulphathiazole in Hepatic Bile. 


1. After oral ingestion of 3 gm. of sulphathiazole or 
intraperitoneal administration of 5 gm., the drug is ex- 
creted in the hepatic bile of normal patients. 

2. In the presence of obstructive jaundice the ability 
of the liver to excrete the druy is impaired. 


3. The greater the degree of hepatic damage the less 
is the amount of drug excreted in the bile. 

4. As the concentration of serum bilirubin approaches 
normal, more sulphathiazole is excreted in bile. 


5. Sulfathiazole is likely to prove of uc value in treat- 
ment of patients who have acute obstructive jaundice with 
cholangitis. 

Free drainage of bile must be established if the drug 
is to be active. 


EFrect oF STREPTOMYCIN ON THE PATHOLOGY OF GENERALIZED 
‘ MILIARY FND MENINGEAL TUBERCULOSIS 


BAGGENSTOSS AND OTHERS (Proc. Staff Meet. Mayo Clin., 
22: 265, 1947) write that clinical, roentgenologic and 
pathologic observations on four cases of fatal miliary tuber- 
culosis treated with streptomycin are reported. Evidence 
of regression and healing of the miliary tubercles in the 
lungs was observed roentgenoiogically in four cases, oph- 
thalmoscopically in the choroid layer of the eye in two cases 
and histologically in the lungs and liver in four cases and 
im’ the spleen in three cases. The development of wide- 
spread tuberculous meningitis apparently was inhibited in 
one case and either prevented or cured in two other cases. 
No histologic evidence of any toxic effect of the drug could 
be found with the possible exception of renal tubular 
damage which occurred in one case. These observations 
offer further encouraging evidence of the therapentic 
efficacy of streptomycin in tuberculosis. They also offer 
some ‘hope for the effective treatment of two hitherto con- 
sistently fatal forms of the disease. — 
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UNTREATED SYPHILIS IN THE MALE NEGRO: EvIpENce op 
CARDIOVASCULAR ABNORMALITIES AND OTHER Forms 
OF MorsIpIity 


DEIBERT AND BRuveRE (J. Ven. Dts. Inform., 27: 301, 
1946) write that this study is an attempt to follow the 
natural history of syphilis, uninfluenced by treatment, ig 
adult Negro men, with special reference to its effect on the 
cardiovascular system. It was found that among untreated 
syphilitics and presumably unaffected controis, the pro 
portion presenting some evidence of morbid processes of 
any etiology was considerably higher in the former group; 
84 per cent in the syphilitic group and 39 per cent in the 
unaffected group. The discovered abnormal findings were 
most frequently associated with the cardiovascular system, 
The total number of recorded examinations was 423, of 
which 155 were untreated syphilitics, 115 were infected but 
had received some treatment, and 153 were believed to be 
nonsyphilitic. The results of this analysis indicated that 
the death rate among the syphilitics was more than 73 
per cent greater than among the controls, and the life 
expectancy approximately 20 per cent less. These percen- 
tage differences were greatest in the lower age groups, 


Dilatation of the ascending portion of the aorta ag 
observed by roentgen study was shown to be more frequent 
is syphilitics of all ages than in controls. Definite abnor- 
mality of the aorta was observed in about 40 per cent of 
the syphilitics above the age of 65, while it was present in 
only 10 per cent of the controls. The heart size, as deter- 
mined by the ratio of the transverse diameter of the heart 
to the internal diameter of the thorax, indicated more 
abnormality in the syphilitic group. The systolic and 
diastolic blood pressures, as well as the pulse pressures, 
were higher 1 syphilitics than in non-syphilitics. Examina- 
tion of the radial, brachial, and temporal vessels revealed 
evidence of arteriosclerosis more frequently in the syphilitic: 
than in the control group. In the younger age group, the 
percentage of the syphilitics in whom evidence of arterios- 
clerosis could be detected was significantly greater than in 
the controls. 


VaRious DRUGS IN ‘TREATMENI OF PLASMODIUM 
Vivax MALARIA 


Gorpon and others (Arch. Int. Mced., 79: 305, 1947) 
describe the immediate response to therapy and minor 
toxic symptoms after the use of various drugs and on the 
rates of relapse following administration cf quinacrine 
hydrochloride, SN 6911 and chloroquine. Neither SN 69ll 
nor chloroquine was more effective than quinacrine hydro- 
chloride in curing patients of relapses. Some evidence was 
collected that SN 8137 would be ineffective. The interval 
until relapse in a smal! number of patients was shorter 
following use of SN 6911 than following use of chloroquine 
or quinacrine hydrochloride. All three drugs were found to 
be effective in controlling the parasitemia and fever of the 
relapse and to cause the patient relatively few miner toxic 
symptoms. Because none of them stain the skin and 
because the widespread use of quinacrine hydrochloride has 
led to the development of sensitivity to the drug in a sinall 


percentage of soliders, the drugs tested may prove of value . 


as a substitute for quinacrine hydrochloride in therapy of the 
acute attack. All four synthetic drugs were superior to 
quinine sulphate. 


ae 82324282 


2866 & 


8848 


B FP 


ures, 
nina- 
saled 
ilitic 
the 
Ti0S- 
n in 


Intravenous 


Nissim (Lancet, 2:49, 1947) writes thgt two patients 
were given intravenous infusions of 1 g. of iron, as colloidal 
ferric hydroxide, in fifteen hours, aud two were given intra- 
yenous injections, one of 40 mg. and the other of 20 mg., of 
iron in the same form. All four developed definite pyrexial 
reactions, three of them rather severe. 


Two patients had an intravenous infusion of 1 g. of 
elemental iron as saccharated iron oxide, one in six, the 
others in three hours, without developing any reaction. 


Seven patients received 500 mg. of saccharated iron 
oxide by intravenous injection; one developed a detinite 
toxic reaction, and another a transient pyrexia eight hours 
after the injection. Out of seven injections of 250 mg. only 
one was followed by a doubtful reaction. All smaller doses 
were given with impunity. 

Out of twenty-five intravenous administrations of doses 
of 100 mg. or more of saccharacted iron oxide, only four 
were followed by reactions, the doses being 1 g., 500 mg., 


500 mg., and 250 mg., and the reaction of two of these 


reactions to the injections was doubtful. 


The thrombophlebitis ensuing invariably after infusions 
and often after large injectioas of intravenous iron was 
successfully averted by giving a quantity of doubly distilled 
sterile water or 5 per cent dextrose solution intravenously 
before removing the needle. 


Saccharated iron oxide appeared to be completely 
utilised in haemoglobin synthesis. 

The ultimate place of intravenous infusions or injet- 
tions of saccharated iron oxide in therapeutics is still to 
be assessed, but the observations here recorded indicate that 
the saccharated oxide is far more suitable than ferric 
hydroxide for this purpose. 


THEOPHYLINE IN ASTHMA 


Turiaf aud Bourel (Paris Medical, 1:97, 1947, Ref. 
JA.M.A., 134; 1052, 1947) administered theophyiline and 
theophylline ethylenediamine to 181 patients with asthma. 
One intravenous injection of 0:25 gm. of theophylline in the 
morning and one in the evening, and one 0-35 gm. theo- 
phylliue suppository at noon brought radical relief of 
dyspnoea in five to ten minutes after the injection and in 
fifteen to twenty minutes after the introduction of the 
suppository. This treatment was effective in 150 patients, 
108 of whom had isolated paroxysmai attacks, while 38 had 
continuous dyspnoea and 4 had effort dyspnoea. Theophylline 
was effective in cases of severe asthma of ten years’ duration 
in which pituitary epinephrine preparations as well as pro- 
caine hydrochloride were ineffective. Untoward reactions 
did not develop. Thirty-one patients were failures, 25 of 
whom had continuous dyspnoea. It is suggested that the 
highly satisfactory results obtained with theophyyline may 
be partly due to its effect on the vascmotor apparatus of 
the epithelial lining of the bronchi. 


ASCORBIC ACID IN DETOXIFICATION OF MERCURIAL DIURETICS 
GIVEN INTRAVENOUSLY 


CHAPMAN AND SHAFFER (Arch. Int Med., 79: 449, 1947) 


‘extended the investigation of the mechanism of immediate 


death in dogs from mercurial diuretics for the three com- 
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monly employed ones, mercurophylline injection, mersalyl 
and theophyline and mercuhydrin. They also studied the 
possible detoxifying effect of ascorbic acid on these pre- 
parations. Their experiment proved that mercuhydrin was 
the least toxic of three mercurial diuretics studied. The 
administration of ascorbic acid prior to or simultaneously 
with mercuhydrin reduced the toxicity of this preparation, 
but when given with mercurophylline injection and with 
mersalyl and theophylline it had no detoxifying effect. The 
usual mechanism of death produced by mercuhydrin, with 
and without ascorbic acid, was ventricular asystole and by 
mercurophyllire injection and mersaly] and theophylline was 
ventricular fibrillation. Twenty patients with cardiac failure 
who have received mercuhydrin with ascorbic acid intra- 
venously to date have had an equal or an increased diuresis 
up to 50 per cent. 


MEDICcal, ASPECTS OF MALIGNANT LESIONS OF THE ANUS, 
RECTUM AND COLON 


WAKEFIELD (Prof. Staff Meet. Mayo Clin., 22: 153, 1947) 
writes that this is a succinct review largely of what the 
physician can do in preparing for operation a patient suffer- 
ing from a malignant lesion of the colon, rectum or anus. 
Search for metastases ‘should be made, but a moderately 
enlarged liver ought not to preelude laparotomy. Patients 
who suffer from such associated conditions as heart or 
kidney disease, diabetes, hyperthyroidism, gout or indeed 
eny chronic disease should be studied for the purpose of 
evaluating the limits of function of the systems or organs 
involved in the associated disease process, and this some- 
times must cause delay in operation, and the use of such 
therapeutic agents as digitalis, insulin and antibiotic agents, 
as well as intravénous introduction of fluids 1f dehydration 
or hyperazotemia is present. Anemia associated with cancer 
of the right portion of the colon usually is of the hypo- 
chromic type which responds to blood transfusions. For 
a few days prior to operation the patient is hospitalized 
and given salin laxatives (¢.g., saturated solution of sodiam 
acid phosphate, as well as colonic irrigations twice daily. 
Obstruction is combatted, when possible by the use of nasal 
suction and fluids intravenously although the iatter do not 
replace all the electrolytes lost through nasal suction. 


INFLAMMATORY DISEASE OF THE BOWEL 


BRown (Proc. Staff Meet. Mayo Clin., 22: 155, 1941) 
writes that in the specific group, the inflammatory diseases 
most commonly encountered are due to organisms of the 
genera Salmonella, Shigella and Staphylococcus and to the 
parasite, Endamoeba histolytica. Cases labelled ‘‘intestinal 
fin’? sometimes ‘turn out to be instances of infection with 
Shigella dysenteriae. Sulfadiazine is regarded as the drug 
of choice for the treatment of bacillary dysentery. In 
amoebic infestations the best treatment 1s the prompt insti- 
tution of two courses of emetine hydrocloride combined with 
two or three courses of an arsenical drug. The most effec- 
tive arsenical is treparsol, but as it has not yet returned 
to the market, carbasone is employed. In the non-specific 
group, the two diseases most commonly encountered are 
chronic ulcerative colitis and regiona! ileitis. Important 
factors, from an etiological standpoint are (1) emotional 
and mental stress, (2) food intolerance with respect to one 
or two dietary items, ordinarily harmless and (3) acute im- 
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tercurrent infections such as the common infections of the 


upper respiratory tract or acute diarrhea. No drug or anti- 
biotic agent has more than an assistive value. Surgery has- 


only the same value here as a gastroenterostomy in dondenal 


CHOICE OF ANAESTHESIA IN CARDIAC DISEASE 


BELINKOFF (Anaesthesiology, 7: 268, 1946) in this 
article discusses the selection of anaesthesia in cardiac 
diseases which are commonly encountered, such as coro- 
mary artery insufficiency, cardiac decompensation and hyper- 
tension. 

Coronary Artery Disease—Usuaily the patients belong 
to older age group with a history of a previous occlusion 
or infarction, or a history of anginal, precordial or subster- 
nal pain. In selecting the anesthetic for this group of 
patients four chief dangers are to be avoided, namely, 
(1) anoxia of cardiac muscle is to be feared and to be pre- 
vented by avoidance of a fall of diastolic pressure, since it 
is upon the diastolic pressure that the coronary arteries 
depend for the blood supply. (2) High cxygen intake must 
be maintained by using only those agents that permit a 
high percentage of oxygen. (3) Excitement stage should 
be avoided by the use of rapid acting agents and (4) large 
amounts-of intravenous fluids should be avoided. 


The anesthetic of choice is cyclopropane with ether and 
oxygen administered by the CO, absorption technic and if 
necessary it should be supplemented with intercostal or 
abdominal block for intra-abdominal work. Spinal anesthe- 
sia is contraindicated because of its tendency to produce 
a drop in both the systolic and diastolic blood pressures. 
Aminophylline is used routinely, 2 c.c. containing 7% gr. 
are given intramascularly 15 minutes before the anesthesia 
to take advantage of the drug to produce coronary dilata- 
tion and bronchial relaxation. 

Decompensation—In this group of cases the anesthesia 
of choice is spinal anesthesia, the work of Sarnoff and Farr 
in using spinal anesthesia for the treatment of cardiac de- 
compensation, and clinical experience with the use of both 
spinal and inhalation anesthesia. 


A high concentration of oxygen should be administered 
throughout the operative procedure and the routine use of 
pressor drugs prior to the administration of a spinal anes- 
thetic should be continued to maintain the blood pressure. 
Neosynephrin hydrochioride is the drug of choice. 

Hypertensive heart disease—In this group of cases, in- 
halation anesthesia with cyclopropane with or without ether 
ig again the method of choice, for here, a severe drop in 
blood pressure may be disastrous. 

In conclusion the author states that each case must be 
considered individually and a careful evaluation made of 
the patient's condition, the proposed operation and the skill 
of the anesthetist before the anesthetic is selected. If pos- 
sible, this should be done by joint consultation of the 
physician, surgeon and anesthetist.—Indian J. Med. Sc., 
1: 150 1947. 


Late RESIDUALS IN PRESUMABLY CURED INFECTIOUS 
HEPATITIS 


Kiatskin (Ann. Int. Med., 26: 13, 1947) writes that 
one hundred and eight of 217 patients, who were consi- 
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dered fully recovered from acute infectious hepatitis, had 
residuals evidenced by symptoms, hepatomegaly or impaired 
liver function for periods ranging up to 27 years. 

The only significant symptoms were fat intolerance and 
right upper quadrant pain. 

There was evidence that these residuals indicated a 
disturbance of the liver, but the presence of structural 
changes was not established. 


The residuals were compatible with good health and 
full activity over long periods of time. 


The only factor which appeared to play a significant role 
in the incidence of residuals was the severity of the 
jaundice. 

There was no conclusive evidence that the late resj- 
duals described predispose the liver to further injury by 
recurrent attacks of jaundice or other insults. This was in 
contrast to the findings early in the course of infections 
hepatitis. The significance of the interval between the 
initial attack and the recurrence was stressed. 


There was no evidence to indicate that the late resi- 


duals of infectious hepatitis progress to cirrhosis. Coarse 
nodular cirrhosis does occur occasionally during the first 
six months of chronic progressive or recurrent infectious 
hepatitis. 


ASPIRIN ALLERGY: Its RELATIONSHIP TO CHRONIC 
INTRACTABLE ASTHMA 


FRIEDLAENDER AND FEINBERG (Ann. Int, Med., 26: 734, 
1947) write that allergic reactions to aspirin are commonly 
encountered. Asthma and urticaria are the most common 
manifestations, and when they occur are extremely acute 
in nature and difficult to relieve. 


The frequent association of aspirin allergy with cases 
of severe chronic asthma having a poor prognosis, prompted 
a review of the findings in 45 patients. A high incidence 
of familial allergy, emphysema, nasal allergy with poly- 
posis, eosinophilia, and frequent absence of positive skin 
reactions to specific agents were found. 

Attention to specific factors where identified, resulted 
in some improvement. In the majority, where etiological 
factors could not be determined, management based on the 
control of associated infectious elements proved disappoint- 
ing. Non-specific methods of treatment were of limited 
value. 


Since aspirin in these patients produces acute episodes 
of asthma, yet fails to give positive skin reactions, it is 
suggested that repeated exposure to other substances of a 
chemical nature, also incapable of giving positive skin tests 
may be responsible for the chronic asthma encountered in 
these individuals. Such substances could be present in the 
diet or environment. Allergy to aspirin may be an indi- 
cator that the individual has acquired the mechanism could 
explain the many cases of allergic disease in which a 
specific protein allergen cannot be identified. 


ANAPHYLAXIS DUE TO INJECTION oF NICOTINIC ACID 


PELNER (Ann. Int. Med., 26: 291, 1947) reports two 


cases of anaphylactic shock caused by sensitivity to nico- 
tinic acid (niacin). 
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The usual treatment with epinephrine intramuscularly 
was effective in relieving the symptoms in both cases. 


QUINACRINE DERMATITIS 


Nisser (J. A. M. A., 134: 446, 1947) writes that 
quinacrine hydrochloride (‘‘atabrine  di-hydrochloride” 
N.N.R.) is the eitiologic agent in a large group of cutaneous 
conditions occurring in troops serving in the tropics. 

The eczematoid type of reaction to this drug is the com- 
monest and has been overlooked to a large extent. 

The lichenoid type of reaction presents a bizarre picture 
of peculiarly pigmented, slate-blue to purplish hypertrophic 
lichenoid lesions. 

_ The exfoliative type of reaction may occur primarily or 
as a progression the eczematoid or lichenoid types. 

The mechanism of the production of this cutaneous 
syndrome, none of the general accepted theories of drug- 
evoked eruptions appear adequate to explain the observed 
facts. 


CHOLESTEROL LEVELS IN VARIOUS DISEASES AND THE HKFFECTS 
OF DECHOLESTERIZING AGENTS 


HERRMANN (Texas State ‘J. Med., 42: 260, 1946, Ref. 
Am. Heart J., 33: 263, 1941) writes that atherosclerosis, 
once established, has always been considered irreversible. 
The treatment usually recommended has been indirect or 
palliative. A definite relationship appears to exist between 
atheromatous vascular disease and cholesterol metabolism. 
It is saggested that in the presence of hypercholesterolemia 
and a permeable intima, small plaques may increase in 
size by a process of imbibition with the ultimate develop- 
ment of occluding atheromatic or rupture with local 
thrombosis. 


A study was made of 120 patients who had coronary 
thrombosis. This group exhibited high serum cholesterol 
which was 33 per cent above normal for total cholesterol 
and 26 per cent above normal for cholesterol esters. There 
was evidence to indicate that the lowering of the level of 
cholesterol in the plasma may facilitate the removal of this 
substance from plaques and reduce the abnormal cholesterol 
deposits in the vascular system. The possibility or accom- 
plishing decholesterization of tissue deposits has been sug- 
gested by many authors. Ljipotropic factors, such as pan- 
creatic extracts, lipocaic, choline, and methionine, have 
been found to be effective in the treatment of fatty cirrhcsis 
that results from a nutritional defect incident to alcoholism. 


The authors studied the following regimes: (1) a low- 
fat diet with potassium iodide (in 13 patients); (2) thyroid 
extract in daily doses not exceeding 100 mg. (in i8 patients) ; 
(3) choline, 1:0 Gm. given three times daily (in 35 patients) ; 
(4) methionine, 0°55 Gm. given three times daily (in 4 
patients); (5) Inositol, 05 Gm. given four times daily (in 
9 patients) ; (6) Berenjena, a powder of Solanum Melongena 
L., 1 Gm daily (in 4 patients); (7) Alcaucil, a powder of 
Cynara Scolymus, 1 Gm. given three times daily (in 10 
patients). 

The application of these measures resulted in varying 
degrees of reduction in biood level of cholesterol and choles- 
terol esters. The lipotropic agents produced no. disagree- 
able secondary effects. The patients with few exceptions, 


CURRENT MEDICAL LITERATURE 


Vol. XVII, No. 3 


DECEMBER, 1947 


reported that they felt better and that the frequency and 
severity of their precordial discomfort was reduced. 


CARCINOMA OF THE COLON 


NicHoias (Guy’s Hosp. Gaz., April 26, 1947) gives a 
hopeful prognosis in such cases if they are got sufficiently 
early for operative treatment. The surgeon has learned not 


* to attempt a resection or an anastomosis in the presence 
He recommends the Paul-Mickulicz opera- 


of obstruction. 
tion, that is to say, the exteriorization of the tumour with 
extra abdominal resection and anastomosis. He regards 
it as being safer and simpler than intraperitoneal resection 
with end-to-end anastomosis after preliminary drainage of 
the bowel by colostomy. There are only a very few cases 
where the growth is so extensive that it cannot be exterio- 
rized, and it is only in such cases that a permanent 
colostomy should be thought of. In inoperable tumours of 
the caecum, an ileo-transverse anastomosis should be per- 
formed. Postoperative treatment is that of shock and loss 
of blood by means of plasma and blood respectively. Intra- 
venous glucose and saline should be given to prevent dehy- 
dration. Continuing gastric suction will relieve paralytic 
ileus. This particular operation is safer than imtraperi 
toneal anastomosis and is attended by a lower operative 
mortality. Moreover it offers a cuie in a higher percentage 
of cases of cancer of the colon. 


CARCINOMA OF THE BRONCHUS 


NIggOLSON (Med. Press, March 26, 1947) states that 
cancer of the lung is increasing. This may be because of 
its more frequent recognition, but there is evidence to prove 
that there is a real in crease in its frequency. It appears 
to be about four times as common in males than in females. 
It is most usually encountered after the age of forty, but 
cases are met with at an even earlier age than that. As 
regards aetiology, no definite conclusion has so far been 
arrived at. There must probably be some chronic irrita- 
tion of the respiratory system. Some of the alleged causes 
are influenza, cigarette-smoking ana gases from petrol en- 
gines, but so far statistics are lacking to incriminate any 
of these. It is now generally maintained that all lung 
cancers are derived from bronchial epithelium, probably 
from the basal ceils. To make an early diagnosis is difh- 
cult, as many cases have little or no disturbance at first. 
The only early sign may be lassitude. The two most com- 
mon symptoms are cough and haemoptysis. There may 
be the signs of an unresolvéd pneumonia present. Dyspnoea 
depends on the amount of pulmonary collapse, or it may 
be due to pleural effusion. Pain is a late symptom. Bron- 
choscopy is the safest method of diagnosis. A worrying 
cough for which no cause is apparent should always make 
one suspicious, and in such cases the possibility of — 
cancer must not be overlooked. 


JOINT CHANGES IN CANCER OF THE LUNG 
Joint changes are -occasionally recognised in cases of 
pulmonary carcinoma and other lung tumours, and they 
may even be the earliest feature which brings the patient 
to the doctor. Complete examination then reveals an un- 
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expected radiological opacity which represents a neoplasm 
of the lung. This tumour may be symptomless, and on 
first sight it may seem difficult to establish any connexion 
between lung and joint conditions. It is common to find 
in such cases that the joints have been treated as rheumatic 
without benefit. They are characterised by a polyarthritis 
affecting principaily wrists, fingers and ankles—less often 
elbows, knees, and spine. There is considerable swelling 
of soft tissues, and bone changes typical of hypertrophic 
pulmonary osteoarthropathy are seen in advanced cases. 
Clubbing of the fingers is common and takes thé drumstick 
form. Pain is a constant and distressing feature, associat- 
ed with severe limitation of movemeut. There appears to 
be little relationship between the site and size of the lung 
tumour and the severity of the jvint lesions. 


The arthropathy may be dramatically relieved on re-. 
moval of the lung. Patients who were so crippled that 
it was difficult to place them on the operating-table have 
claimed loss of pain and improvement in joint movement 
on their recovery from anaesthesia after pneuinonectomy. 
Some have been walking about comfortably a week or so 
afterwards, and though structural changes persist the 
swelling of soft tissues may resolve. 


Three cases which fall into the category are reported 
from Argentina by Rottjer and coiieagues (Rev. San. Milit., 
45: 1163, 1946). In their patients, whose ages were 44, 
47 and 64, pneumoncctomy was performed with suddea 
relief of the ‘‘rheumatic manifestations’. The tumours 
were classed as adenocarcinomata, but they do not say 
whether there was the extensive tissue breakdown or in- 
fection which is usually seen in this type of case. No satis- 
factory explanation of the association of joint andgJjnng 
conditions has been forthcoming. Anoxia can hardly be the 
link, since improvement results from excision of the affect- 
ed lung. Theories based on dyspituitarism and endocrine 
disturbances have been advanced, but more attention should 
be given to sepsis from breakdown of the growth. The 
syndrome can only be regarded as an occasional occur- 
rence, but it deserves more detailed investigation and should 
be borne in mind as a possible pointer to early diagnosis.— 
Lancet, 1: 378, 1947.° 


THYROIDECTOMY OR THIOURACIL? 


Discussion of toxic goitre nowadays centres round the 

place of thiouracil in treatment. At the Medical Society of 
London meeting on March 10 the balance of opinion was 
against thiouracil; its drawback,.said Dr. Horace Evans, 
are the risk of idiosynerasy, the persistence of the tumour, 
and the need for protracted treatment. There is, he sug- 
gested, little to choose between the results with thicuracil 
and those after subtotal thyroidectomy by an expert sur- 
geon; surely the short treatment by surgery is preferable. 
_In his view thiouracii has its value in the preoperative 
preparation of iodine-sensitive patients, and in the treat- 
ment of those who refuse operation or are poor operative 
risks; it is a substitute for operation where expert surgery 
is unobtainable. 

Mr. Geoffrey Keynes also preferred surgical treatment. 
He argued that the sustained use of thiouracil, which is a 
dangerous drug, must mean psychic trauma to both patient 
and doctor, Means, of Boston, found that the condition 
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after withdrawal of the drng was satisfactory in only 10% 
of over 1000 cases; and when the drug was resumed toxic 
reactions became more frequent. Mr. Keynes mentioned 
cases in which thiouracil has proved ineffective or actually 
dangerous. Some patients with toxic-goitre—particuiarly 
the nodular variety—get worse despite this treatment; some 
are intolerant of thicuracil; a pregnant wouian treated with 
it may give birth to a baby with a large thyroid; and there 
is a possible, though unproved, risk of carciuomatous 
change. He preferred a carefully planned operation; in 
over 2000 cases operated on at St. Bartholomew’s Hospital, 
London, the death-rate was uuder 1%. The trouble with 
thiouracil is that it does not act on the gland; by depriving 
the gland of iodine it stimulates it to further activity. Pre- 
operative treatiwent with thiouracil may prejudice surgical 
chances, for after this treatment there is often torrentia) 
hwmorrhage at operation. Thiouracil may be of value in 
the preoperative treatment of patients whose condition is 
really acute; otherwise its use micaus loss of time and 
effort, since before operation its eflect has to be damped 
down again with iodine. To the question ‘‘Have we gained 
from thiouracil?’?? Mr. Keynes’s answer was: ‘While the 
drug is being given with enthusiasm we have lost heavily. 
So far, on balance, there is a Reavy loss”. 


This view was largely supported by the meeting; for 
the young woman with thyrotoxicosis, it was suggested, 
“there is much to be said for leaving the invisible scar 
rather than the large goitre’’. Dr. Evan Bedford’s faith in 
surgery was unimpaired: ‘‘I cannot conceive of the heart 
patient”’, he said, ‘‘who cannot be prepared for surgery 
with iodine; I go on with it, if necessary, for a month”, 
The aim, when there was cardiac couplications, is not unly 
to end the thyrotoxicosis but to produce myxoedema; with 
primary goitres there may be a case for thiouracil, and 
operation, if undertaken, must be radical. As a therapeu- 
tic test, Dr. Evans held that thiouracil is useless; others 
thought it might have some value. 


The case for thiouracil was put by Dr. W. R. Trotter. 
The criterion in choice of treatment should, he maintained, 
be the case-mortaiity. The operative mortality of subtutal 
thyroidectomy in Mr. Keynes’s series is under 1%; but the 
overall rate for the country is at least 5%; and there is 
little hope of the general run of surgeons ever gaining the 
proficiency of the expert. The claim for thiouracil is that 
if it generally superseded surgery fewer peuple would die. 
In Dr. Trotter’s opinion the danger of thyroid enlargement 
with thiouracil has been exaggerated. If there is any 
swelling this simply calls for reduced dosage; but usually 
the gland remains the same size or actually shrinks—pro- 
bably because of a natural remission. Thiouracil, he agreed, 
is not a radical cure; so it is probably owing to spontaneous 
remissions that the drug can, sometimes be discontinued 
without symptoms recurring. He agreed, too, that thouracil 
is unsuitable for nodular goitres, since most of these are 
already causing, or are likely to cause, mechanical obstruc- 
tion.—Lancet, 1: 377, 1947. 


SURGICAL, TREATMENT OF BRONCHIECTASIS 


KAY AND OTHERS (Ann. Int. Med., 26: 1, 1947) write 
that permanent cure in bronchiectasis can be attained only 
by pulmonary resection. The operative mortality and mor- 
bidity is today so small in contrast to that inherent in 
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the disease that operation can be recommended without 
hesitation. ‘The surgical management of 220 consecutive 
Jobectomies with only one operative death is presented, an 
incidence of 0-4 per cent. Postoperative bronchuopleural 
fistulae and empyemata occurred in only 20 cases, an in- 
cidence of 9°7 per cent. Pulmonary function as determined 
by bronchospirometric studies in a small group of patients 
pre-and postoperatively demonstrated that the oxygen con- 
sumption and ventilation within several months postopera- 
tively were only slightly below normal values and in most 
eases either essentially the same or improved over pre- 
operative levels. 


PERITONITIS 


Cre (Am. J. Surg., 72: 859-864, 1946, Ref. Med. 
World, 66: 501, 1947) says that peritonitis kills either by 
an overwhelming toxaemia or by the nutritional and chemi- 
cal changes incident to the associated small intestinal 
obstruction. If persistent leakage from a hollow viscus 
does not occur, and if the toxaemia and the obstruction 
can be controJied, death from peritonitis should be rare. 


The first consideration in the treatment of peritonitis 
is whether or not a surgical operation is indicated. If there 
is progressive leakage from a perforated viscus the patient 
will not survive unless the leakage is stopped. Within a 
few hours any free perforation of the gastro-intestinal tract 
will give conclusive evidence of its presence by the appear- 
ance of gas in the peritoneal cavity. An x-ray in the up- 
right or lateral position will establish the presence of such 
a perforation, and, unless the perforation appears to be 
sealed off and the peritonitis localized, or unless the leakage 
can be stopped (as by gastric suction in the case of a per- 
forated peptic ulcer), the indications for closure of the per- 
foration are clear, 


Perforations of an appendix must be considered in a 
different category from other perforations of the gastro- 
intestinal tract, because in appendicitis there is almost never 
a progressive leakage of the contents of the bowel. The 
prob!em in this case is the control of a localized but spread- 
ing infection by organisms which gre apt to be both viru- 
lent and resistant to antibiotics. 


Peritonitis groups itself into three great classes. The 
first is due to perforations of the gastrointestinal tract with 
continued leakage as seen in perforation of a carcinoma of 
the colon; the second is due to the spread of a mixed infec- 
tion from a primary source such as the appendix; and the 
third is due to the rapid spreading invasion of the peri- 
toneum by crganisms of fifgh virulence but of marked 
susceptibility to chemotherapeutic and antibiotic agents. 
In postoperative peritonitis any or all of these types may 
be represented. 

The concluding summary stresses the following points : 

(1) Peritonitis due to a ruptured viscus must be recog- 


_ nized early and the perforation closed. 


(2) Peritonitis due to contamination by a pure culture 
of a viru'ent organism is usually easily controlled by anti- 
biotics or chemotherapy given in standard dosage. 

(3) Peritonitis arising from a mixed infection does not 
réspond well to treatment with sulphonamides and, unless 
there is continued leakage, operation has little to offer. 

(4) If the toxaemia and spread of peritonitis is con- 
trolled by massive doses of penicillin, if the obstruction is 
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relieved by intestinal intubation, and if the fluids and elec- 
trolytes of the body are replenished, the mortality rate of 
peritonitis should be low. 

(5) It is essential to intubate the small intestine and 
to give massive doses of penicillin as soon as the pre- 
sence of peritonitis is recognized. 


ALLERGIC PERITONITIS 


SISON AND OTHERS (J. A. M. A., 134: 1006, 1947) in 
reporting a case of allergic peritonitis observed that the 
salient features are: recurrence of symptoms in associa- 
tion with pregnancy and the puerperium; the syndrome of 
acute abdominal pain during the attacks; the presence of 
ascites during each attack; eosinophilia in the peripheral 
blood and in the ascitic fluid; evidences of non-involve- 
ment of other abdominal pains to the administration 
of epinephrine; a strong familial and personal history of 
allergy, and an apparent relationship to the complicated 
estrinprogestin metabolism. 


This case may call attention to one form of allergy 
heretofore unreported. 


FLUOROSCOPIC DIAGNOSIS OF GaSTRIC CANCER 


In the early stages cancer of the stomach produces few 
or only slight symptoms. Many, perhaps most victims of 
gastric cancer do not seek medica! advice before the cancer 
has advanced beyond surgical cure. For various reasons 
delay in diagnosis often occurs even if the patient is under 
medical care; in generai the prognosis remains distress- 
ingly dismal. With the means at hand the only way to 
change the outlook is removal of the cancer much earlier 
than is now usual. This means of course that the cancer 
must be diagnosed in the early stages, even before it 
causes any symptoms. 


The best if not the ony oesclical method of excluding 
asymptomatic gastric cancer at present is fluoroscopy of 
the stomach, followed if indicated by x-ray, gastroscopic 
and other studies, as introduced by St. John, Swenson and 
Harvey (Ann. Surg., 119: 225, 1944). By fluoroscopy they 
found 2 cases of early gastric carcinoma and 1 of lympho- 
sarcoma in 2,413 persons in the cancer age, ali apparently 
well and without any obvious gas!rointestinal disturbances. 
In his important article on gastric cancer prubplems Barrett 
(J. Nat. Inst. Cancer, 7: 159, 1947) points out that evalua- 
tion of this method will require examination of larger 
groups than 500 healthy people. 


In their review of the diagnosis and the results of 
surgical excision of gastric cancer, Abrahamson and Hinton 
(Surg. Gynec. & Obstet., 84: 481, 1947) urge that routine 
fluoroscopic and x-ray examinations of persons in the cancer 
age should be carried out more and more as the only 
means now available for the presymptomatic diagnosis of 
cancer of the stomach.- Such studies should be included 
in periodic examinations in military and veteran services, 
in industries, of applicants for health and life insurance, 
and as a matter of routine on the hospital entrance of all 
patients above 40 years of age. They also urge that faci- 
lities be made available for fluoroscopy of the stomach of 
private patients over 40 in all econemic groups. This 
suggestion is of course especially applicable to diagnostic 
and preventive cancer clinics. (Ed. J. A. M. A.. 134: 
697, 1947). 
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PROBLEMS OF NEUROSURGERY 


Hypertension and the results of war injuries of the 
peripheral nervous system were the principal questious 
discussed at the Leningrad Session of the All-Union 
Neurosurgical Council and the Leningrad Institute of 
Neurosurgery. V. N. Shevkunenko in his paper on the 
peripheral part of the vegetative nervous system confirmed 
the existence of intersegmentary correlations. They guaran- 
tee the mobility of vegetative reactions and thus aggravate 
surgical intervention on separate parts of the vegetative 
system. Ganglionectomy: may be performed only if the 
local blockade does not give gratifying results. 


One of the leaders of the Leningrad school, G. F. 
Lang, stated that operations performed on the sympathetic 
‘nervous system are most effective for the treatment of 
hypertension. They alleviate headache, improve vision, 
restore physical activity and cause temporary diminution 
of blood pressure. Conservative therapy is effective only 
in an early neurogenic stage. Soviet surgeons, contrary on 
their American colleagues, are not enthusiastic for surgical 
intervention for hypertension. 


P. K. Anokhin demonstrated that under the influence 
of psychic irritation depressor nerve function ceases and 
hypertension progresses. 

Professor A. L. Polenov and dozent A. V. Bondarchuk 
reported their observations on 18 operations for hyperten- 
sion on the sympathetic nervous system. They ascertained 
that mechanical irritation of the semilunar ganglions raises 
blood pressure, while section of vagal branches that come 
close to them is accompanied with fall of the tension. A 
bilateral blockade of the sixth to ninth thoracic ganglions 
diminishes tension by 15-25 mm. of mercury. Desympathi- 
zation gives a steady fall in blood pressure if the elasticity 
of the vessel wall and regulative properties of the endo- 
crine and vegetative system are maintained. The thera- 
peutic effect of operations on the syinpathetic nervous 
system fesults in improvement of vision and hearing, de- 
crease of muscular rigidity and restitution of movements 
of injured extremities. The existence of the third and 
fourth degrees of hypertensive disease (by Smithwick) as 
well as essential hypertension is a contraindication for 
surgical intervention. ; 


Professor T. M. Lampert described his new method 
for surgical treatment of hypertensive diseases. It consists 
in removal of the solar plexus, desympathization of the 
renal pedvis and renal decapsulation. Thus adrenal dener- 
vation is obtained and excretion of epinephrine and secretin 
is decreased. This method was used by Lampert in 13 
cases. In 10 cases, of which 4 were bilateral, he obtained 
good results. Three cases with advanced nephrosclerosis 
ended fatally. 


Dozent A. S. Lourje reported the transposition of the 
alnar and radial nerves from the plantar to the palmar 
surface and on the implantation of healthy nerve in an 
injured one. This permits surgeons to use nerve trans- 
plantation less often even in difficult cases. Professor G. 
A. Ritchter spoke about his method of rational section 
directly over the operated nerve, preventing cicatrix for- 
mation. This method received approval in the American 
medical literature. 

. Professor D. G. Schaefer, V. A. Goichman and others 
spoke on remote results of neurosurgical treatment. Accord- 
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ing to Goichman’s data, after two years the operation of 
neurolysis gave much’ improvement in 94:4 per cent and 
that of nerve suture in 61 per cent (of 219 cases) if the 
operation was made within two or ten weeks after the 
injury. Schaefer, on the contrary, maintains that better 
results are obtained if surgical intervention is performed 
after a period of five to six months after injury. 


V. V. Troitzky cultivated the nerve end in ether- 
caoutchouc solution. The spetvial rubber cap which is thus 
formed becomes an obstacle hindering axon cylinders com- 
ing out into the wound and thus not permitting phantom 
pains to develop.—jJ. A. M. A., 134: 392, 1947. 


TREATMENT OF TUBERCULOSIS OF THE LARYNX WITH 
STREPTOMYCIN 


Fict aND HENSHAW (Trans. Am. Acad. Sones fo 
Otolaryng., (Nov.-Dec.), 1946) write that the lesions in 
the throat for which streptomycin was administered were 
of three distinct types and they were: (1) an indolent 
verrucous tuberculoma. (2) multiple superficial, painful, 
moth-eaten ulcers of the hypopharynx and (3) an extensive 
excavated, destructive ulcer of the epiglottis. The prog- 
nosis in this third type of lesion generally is bad. 


While this series is too small to permit us to draw 
any definite conclusions, it is interesting to note that 
amelioration of the symptoms referrable to the throat 
occurred promptly in all of these cases. Moreover it pre- 
ceded evidence of improvement in the general condistion 
and appeared to have a direct bearing on this. The prompt 
relief from the acute soreness and pain in the pharynx and 
larynx suggests the possibility that secondary infection 
was partly responsible for these symptoms. It is of in- 
terest also that the ulcers of the pharynx and larynx healed 
and showed no tendency to recnre even in those cases in 
which tubercle bacilli continued to be present in the 
sputum. 

.The regression of these tuberculous lesions and their 
complete healing was more rapid than we have observed 
with any other type of treatment. This was true also of 
the improvement in the patient’s general condition. 

Further observation will be necessary in order to deter- 
mine the ultimate effect of treatment with streptomycin 
on the pulmonary lesion in three of these patients. Im- 
provement in the pulmonary process was not always com- 
mensurate with that of either the throat or the systemic 
condition. In fact, roentgenographic study of the thorax 
at times failed to reveal any definite change in the pul- 
monary findings even after the lesions in the throat had 
practically returned to normal. However, further observa- 
vation later showed marked improvement in the pulmonary 
condition ‘both on physical and on _ roentgenographic 
examination. 


ANALGESIA AND ANZ!STHESIA IN OBSTETRICS 


ANDERSON (Am. J. Obstct. & Gynec., 53: 758, 1947) 
studied 700 obstetric cases in which the combined amnesic 
and anesthetic action of evipal soluble given rectally, 
scopolamine hydrobromide given hypodermically and cyclo- 
propane administered by inhalation was found safe and 
effective. Analgesia and amnesia were complete in 93 per 
cent of cases; in 7 per cent little or no relief of pain was 
experienced. The 4 stillbirths occurring in this group had 
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no connection with analgesia and anesthesia. Less than 
1 cent of new-born babies required artificial resuscita- 
tion. All of these survived with no further trouble after 
gesuscitation. About 5 per cent of patients became difficult 
to manage while under sedation. This is an improvement 
over results with most barbiturate-scopolamine combina- 
tions. Cervical lacerations amounted to 4 per cent and 
were repaired immediately following delivery. This small 
incidence of laceration speaks well for the relaxing effect of 
evipal and scopolamine on the cervical muscle fibres. There 
was an increase in the proportion of perineal application 
of forceps in vertex presentation, especially in primigra 
yidas, whenever analgesia and surgical anesthesia were 


used. 


FURTHER OBSERVATION ON PROSTIGMINE IN DELAYED 
MENSTRUATION AND PREGNANCY 


PaRewtA (West. J. Surg., 54: 397, 1946) writes that 
yasodilatation in the endometrium induced by estrogen re- 
sults from the liberation of acetylcholine. It was postu- 
lated that amenorrhea may be the result of a deficiency in 
acetylcholine. Prostigmine neutralizes the choline estrase 
permitting the available acetylcholine to function, thus in- 
ducing a hyperemia and menstruation. 

Prostigmine was administered to 200 patients with 
amenorrhcea. Uterine bleeding did not occur in amenorr- 
hoea due to pregnancy, endocrine disturbances or the 
menopause. In all others except 6 cases, uterine bleed- 
ing occurred within seventy-two hours of completing the 
three-day course of injections. 


Fa:ta, In CESAREAN SECTION 


Acxen (Am. J. Obstet. & Gynec., 53: 927, 1947) writes 
that foetal mortality in cesarean section is higher than 
that for vaginal delivery. 


An increase in autopsies on stillbirths and neonatal 
deaths is imperative in the interest of accurate diagnosis. 

If cesarean is indicated in cases of abnormal presenta- 
tion operation should be performed early. 

Regional anzesthesia avoids one cause of fceta] anoxia 
and should be widely used in cesarean section. 
anesthesia produces greater relaxation thereby aiding deli- 
very and lessening trauma to the body. 

Prematurity is the greatest single cause of foetal morta- 
lity in cesarean section. It occurs most ofgen in conjunc- 
tion with placenta previa. 

The policy of delay in active treatment of placenta 
previa might carry more infants closer to term, but wide- 
spread advocacy of this would endanger the present low 
maternal mortality. 

In case of maternal haemorrhage the mother should 
have early transfusion and the administration of pure 
oxygen to combat fcetal anoxia. These procedures should 
be carried ont even though there be no apparent need of 
them by the mother. 


PREGNANCY IN PATIENT WITH HYPERTENSIVE DISEASE 


CHESLEY AND ANNITTO (Am. J. Obstet. & Gynec., 53: 
872, 1947) collected from the files of their hospital records 
of women in whom recorded blood pressures befcre the 
twenty-fourth week of gestation permit the diagnosis of 
“hypertensive toxzemia’”’, In the thirteen year period from 
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October 1931 through 1944 there were 301 pregnancies 
occurring in 218 women in whom the diagnosis of hyper- 
tensive disease could be established. Feetal-loss in prior 
pregnancies was 35 per cent, in first hypertensive pregnancy 
38 per cent, in subsequent pregnancies 40 per cent. Foctal 
loss increased with higher initial blood pressure, second 
trimester rises in blood pressure, higher pressures near 
delivery, decreased renal function, proteinuria and super- 
imposed toxemia. Of 47 sisters of these hypertensive. 
patients who were delivered at the hospital 45 per cent 
had at least one toxic pregnancy. Nearly 40 per cent of 
the hypertensive patients show drops in the blood pressure 
in mid-pregnancy. Proteinuria of some degree occurred in 
half of the pregnancies. Renal function was norinal in 93 
per cent of the pregnancies. Premature separation of the 
placenta occurred in 56 per cent of the pregnancies. 
There were 13 immediate and late puerperal deaths among 
the 301 women. Of these 13 fatalities 8 were probably 
associated with hypertensive disease, while 5 were attribut- 
able to intercurrent causes. 


Tora, Hysterectomy 


Munner, (Am. J. Obstet. & Gynzc., 54: 31, 1947) writes 
that the mortality rate for total hysterectomy is higher than 
for subtotal hysterectomy in this series of 215 total hys- 
terectomies. However, larger series in the literature, un- 
doubtedly with selection of cases, show a higher mortality 
for the subtotal procedure. Increased skill from doing 
more and more total hysterectomies as well as proper 
selection of cases should reduce the mortality from total 
hysterectomy. Proper selection of cases involves the ease 
with which the operation may be performed, the skill of 
the operator, the patient’s general condition, the degree of 
fixation of the uterus, adhesions, obesity, etc. Increased 
mortality is the only valid objection to the procedure and 
even this is not a tenable argument when the number of 
deaths from the possibility of the cancer developing in 
the residual cervical stump are taken into account. The 
prevention of cancer of the cervical stump is an adequate 
teason for performing total hysterectomy in benign cases 
as long as the operation does not introduce an element of 
extra danger to the patient. 


In so far as postoperative reaction is concerned, 
patients having had total hysterectomies will run a slightly 
higher temperature for a longer period of time, Catheteri- 
zation is slightly less frequent in total hysterectomies than 
in subtotals. Postoperative distention is approximately the 
same in each group. 

The only postoperative complication that can be con- 
sidered a valid objection is the possibility of injury to 
the bladder and/or ureters, proper technique should avoid 
this complication as well as that of prolapse or shortening 
of the vaginal vanlt. 

Sexual response in women following hysterectomy is 
not significantly different with the cervical stump remain- 
ing than wpith the cervix removed. Indeed, the cervix, 
uterus, and ovaries seem to have little to do with libido or 
sexual satisfaction. Wliere there are changes in libido or 
sexual satisfaction following hysterectomy, the cause of 
these changes is undoubtedly psychogenic. 

Any teaching service should consider it its duty to turn 
out gynecologic residents skilled in performing a total 
hysterectomy. 
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OVARIAN TUMORS COMPLICATING PREGNANCY 


FALK anp BUNKIN (Am. J. Obstet. & Gynec., 54: 82, 
1947) write that ovarian tumors are tumors of the child- 
bearing period and may thus complicate a pregnancy. The 
presence of an ovarian tumor is, as a rule, no barrier to 
conception. 

‘Dermoid cysts are commonly found complicating preg- 
Torsion, intracystic hemorrhage, and infection are the 
commonest complications during pregnancy. ‘Torsion and 
infection are niost frequent during the postpartum period. 

The small ovarian cyst (5 cm.) is usually one of the 
group of functional cysts and is rarely a cause for concern 
before or during pregnancy. Larger cysts should be remov- 
ed when discovered in the non-pregnant patient. 


All tumors suspected of being solid tumors of the ovary 


must promptly be inspected. Cases of bilateral ovarian — 


tumors must also be promptly submitted to surgery. 

Instances of removal of both ovaries during the second 
and third month with no interruption of the coexisting 
pregnancy have been reported. 

The medium-sized and larger ovarian tumors discovered 
at the onset of*gestation may be removed safely during 
the first trimester of pregnancy under general anesthesia, 
preferably cyclopropane. 

Ovarian tumors discovered during the second trimester 
of pregnancy should be removed at that time. In the 
elderly primipara, it may be advisable to delay oophorec- 
tomy until term, at which time cesarean section may be 
done. 

The cyst which makes for a dystocia problem at term 
shonld be removed at the time of*the elective cesarean 
section. 

Where the ovarian cyst is discovered at term and deli- 
very of the fetus through the natural passage is imminent, 
the ovarian cyst should be removed soon after delivery in 
view of the potential danger of torsion and infection. 


All the criteria which influence the handling of ovarian 
tumors in the non-pregnant apply equally as well to the 
pregnant patient. 

Twelve cases of ovarian cysts complicating pregnancy 
are reported—seven were dermoids, two of which were 
bilateral. 


CAUSES OF DEATH IN CANCER OF CERVIX UTERI 


DEALVAREZ (Am, J. Obstet. & Gynec., 54: 91, 1947) 
writes that the causes of death in 55 patients dying with 
carcinoma of the cervix have been reviewed and analyzed. 


Ureteral obstruction (40 per cent), pulmonary causes 
(31 per cent) and gastro-intestinal causes (13 per cent), 
account for the majority of deaths among patients with 


Nephrostomy, cutaneous ureterostonty, palliative colos- 
tomy, and shunting bowel anastomoses may not only 
lengthen life but may also be lifesaving measures. While 
nephrostomy and ureterostomy have not yet reached per- 


fection, their continued and more frequent use may lead 
to improved technic. 

Every positive therapeutic measure to control these 
causes of death must be instituted early to further lower 
a mortality rate that has already been significantly reduced, 


PROPHYLAXIS AGAINST OPHTHALMIA NEONATORUM 


FRANKLIN (J. A. M. A., 134: 1230, 1947) writes that 
penicillin and silver nitrate are compared in prophylaxis 
against ophthalmia neonatorum. A total of 1,710 infants 
were studied clinically in the nursery and in the home 
during the first two weeks of life. The incidence of the 
occurrence of pus in the eyes after each method of prophy- 
laxis was determined. A comparison was made of the day 
of life on which the pus was first observed. The incidence 
of other abnormalities of the eyes was evaluated. The 
incidence of gonococcic conjunctivitis was determined, 
The number of infants hospitalized because of ocular in- 
fections that developed during the first two weeks of life 
was noted. 


In the nursery, the occurrence of pus was approxi- 
mately one third as frequent in the penicillin group as in 
the silver nitrate group. The occurrence of pus in rela- 
tion to the day of life was sporadic in approximately half 
the infants in the penicillin group but showed grouping 
around the day of birth and first day of life in the silver 
nitrate group. Other abnormalities—conjunctival redness, 
swelling of the eyelids and watery discharge—were much 
less frequent in the penicillin group.. In no infant in the 
penicillin group did gonococcic conjunctivitis develop, but 
1 infant in the silver nitrate group did show gonococcic 
conjunctivitis on the fourth day of life. 


While at home a higher percentage of those in the 
penicillin group exhibited pus and other abnormalities of 
the eye than of those in the silver nitrate group. Four 
fyom the penicillin group and 2 from the silver nitrate 
group were hospitalized. There were no cases of gono- 
coccic conjunctivitis in either group during the first two 
weeks at home. 


In the study of this series of infants penicillin com- 
pares favourably with silver nitrate as a prophylactic agent. 
Penicillin prophylaxis is to be preferred because danger 
of permanentgnjury to the eye is eliminated; an instilla- 
tion is non-painful, ocular abnormalities are less, penicillin 
need not be made fresh each day; deterioration dces not 
produce noxious substances; an excess of the solution may 
be used if desired, and the penicillin sclution may be used 
for both prophylaxis and treatment. 


Penicillin was used in the form of the crystalline sodium 
salt of penicillin. A concentration of 2,500 units per cubic 
centimeter of diluent was used throughout. Sterile isotonic 
solution of sodium chloride was used asa diluent through- 
out, except for one and one-half months when sterile-dis- 
tilled water was used. A fresh solution was made as 
needed but was not kept longer than a week. It was kept 
refrigerated below 59°F. (15°C.) when not in use. 


Silver nitrate was used as a 1 per cent solution in dis- 
tilled water. A fresh solution was made each day and 


dispensed from the drug room in a new dropper bottle. 
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